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Health is the leading interest of the reading public 
for those over 40 years of age. Newspaper and maga- 
zine editors recognize this interest and capitalize on it. 
It is one of the most important issues before Congress. 
Wherever a group of people gather there is seldom 
agreement as to the best method for improving health. 
There are those who advocate placing the responsi- 
bility for providing good health for all in the hands of 
the federal government. Others have recognized serious 
dangers in such an approach—danger not only to 
America’s democratic form of government but in the 
strong possibility that such a system would not result 
in health improvement, the very thing it is intended to 
accomplish. 

The only sound plan for reducing the load of sickness 
is one which prevents illness. Compulsory health 
insurance cannot be expected to accomplish this. The 
magnitude of the administrative machinery incident to 
such a plan would stifle the development of plans aimed 
at the prevention of illness. The platform of the Ameri- 
can Medical Association highlights the extension of 
voluntary health insurance and the promotion of nation- 
wide public health administration on the local level. 
Voluntary health insurance is moving ahead rapidly 
with physician support, but are doctors really pushing 
the organization of full time local health departments ? 
Lack of support by physicians on an individual basis 
is one of the obstacles to progress in public health. 

One of the more serious of these obstacles is the 
shortage of trained medical public health administrators, 
traditionally referred to as health officers. Limited 
opportunity for financial gain as compared with that 
from the private practice of medicine is one reason for 
this shortage, but more important is the scant recogni- 
tion by many physicians of the status of the health 
officer. He has standing with the general public. 
People are aware of the substanial contribution of public 
health departments in the reduction of communicable 
diseases and environmental sanitation hazards and in 
the advancement of maternal and child health. 

The American Medical Association has recognized 
the special status of the trained health officer, and the 
specialty Board of Preventive Medicine and Public 
Health has been established, but the rank and file of 
practicing physicians have not bothered to look into 
the matter thoroughly and apparently still regard this 
developing field of medicine rather lightly. This appears 

Read before the Section on Preventive and Industrial Medicine and 


Public Health at the Ninety-Ninth Annual Session of the American 
Medical Association, San Francisco, June 30, 1950. 


1537 


ILLINOIS DeceMBER 30, 1950 


Coryricnt, 1950, By AMERICAN Mepicat Association 


to be true of many in high places in medicine, most of 
whom were graduated from medical school some years 
ago when preventive medicine and public health occu- 
pied a minor position in their training. 

Most physicians will agree that public health has 
proved its value in the prevention of diseases, the pro- 
longation of life and the promotion of physical and 
mental efficiency. If this is recognized, one must 
recognize the part that the health officer has played. 
In my state it was & practicing physician and his county 
medical society, with the backing of the state medical 
society, who convinced the state legislature of the need 
for a state board of health nearly 75 years ago. The 
recognition of need for this unit originated not with the 
general public but with physicians. These physicians 
saw clearly the need for a central body by which the 
perplexing problems dealing with widespread epidemics 
and with sanitation could be studied and solved. The 
rural areas, then comprising nearly all of the state, were 
in desperate need of help. Eventually they got it as 
a result of action based on reports of illnesses and deaths 
that were gathered and analyzed by the state board of 
health. 

It is a matter of record that the board of health has 
taken every advantage of its position as an official body 
charged with “responsibility for the health and life of 
citizens” to push immunization so that smallpox, diph- 
theria and whooping cough, formerly killers of hundreds 
of children in the state, are practically nonexistent 
today. This has been accomplished by direct appeal 
to parents with the cooperation of practicing physicians. 
The provision of safe public water supplies and sewage 
disposal has now advanced so that typhoid has practi- 
cally been eliminated. 

The older practicing physicians have witnessed this 
tremendous change—and it has been tremendous. 
Today medical students in my section of the country 
have little or no opportunity even to see a case of 
smallpox or diphtheria or typhoid before graduation 
and have little prospect of seeing them in their practice. 
These are accomplishments largely creditable to the 
efforts of public health departments. They are familiar 
to the public. Similar developments differing some- 
what from state to state have taken place throughout 
the country. 

Tuberculosis has responded to the combined efforts 
ot physicians, voluntary agencies and health depart- 
ments. No attempt is here made to evaluate the effect 
of the various factors such as advances in surgical 
treatment, the antibiotics, efforts of voluntary agencies 
and isolation in sanatoriums in bringing about this 
result. Some states have relatively high rates of tuber- 
culosis morbidity and mortality, coupled .with limited 
facilities and resources with which to combat them, . 
while others are more favorably situated. These latter 
have low rates, adequate sanatorium facilities available 
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to all citizens at public expense and relatively’ few 
exposures to infectious cases. As a result, there is a 
prospect that tuberculosis will be in a position of minor 
importance as a cause of morbidity and mortality in 
these states in the near future. It is significant that in 
these states there have been aggressive, effective tuber- 
culosis control programs carried on by public health 
departments. 

The remarkable reduction in maternal mortality is 
another example of the result of good teamwork between 
the official health agencies and the practicing physicians. 
In my state, Wisconsin, 99.9 per cent of all deliveries 
are performed by physicians and the maternal mortality 
rate has been reduced from 3.9 per 1,000 live births 
in 1956 to 0.6 in 1949. Similar accomplishments can 
be cited for metropolitan areas such as New York City 
and for states where health department functions are on 
a county basis. 

In Wisconsin a significant factor in that reduction 
has been the activity of the state health department. 
No attempt is here being made to evaluate the weight 
of various factors responsible for the low maternal death 
rate. It is in order, however, to call attention to cer- 
tain of these factors as a part of the evaluation. of the 
importance of health department activities in improving 
maternal health. The state health department has 
repeatedly called the attention of physicians to the pre- 
ventable hazards of pregnancy and encouraged pregnant 
mothers to avail themselves of the guidance and care of 
their physicians early in pregnancy. Without this 
emphasis the results might have been much less favora- 
ble. From analysis of data taken from birth certificates 
and death certificates, specific risks were highlighted, 
such as those associated with exceptionally high inci- 
dence of cesarian section occurring in some localities, 
the need in smaller hospitals for having plasma or blood 
at hand to combat shock resulting from hemorrhages 
associated with delivery and the adverse effect of pre- 
cipitate labor due to drugs or manual interference. The 
health department produced data on the risks; the 
practicing physicians saw to it that the information 
was the basis for action. 

Work on other public health problems is just begin- 
ning. The problems of excessive numbers of premature 
births and large numbers of neonatal deaths and the 
problems associated with an aging population, such as 
the chronic diseases, are prominent. Even though 
proved technics for attacking problems like heart dis- 
ease, cancer and diabetes are now available only to a 
limited extent, they are in the process of development 
and give promise of good results. Screening: technics 
that have been in operation in some areas have 
uncovered appreciable numbers of unsuspected cases of 
chronic disease in the early stages while prospects for 
recovery are greatest. Inauguration and_ successful 
operation of these technics require the cooperation and 
“carry through” of a full time local health department 
to supplement the key figuré, the practicing physician. 

Those who are best qualified to give an opinion are 
agreed that coverage of the country with full time local 
health departments is a necessity if physicians are to 
make real progress in the problem of reducing the 
number of sick persons in need of medical care. Among 
other things, they are aware of the shift to greater 
utilization of hospitals for diagnosis and care of patients 
and the accompanying reduction in contact of the phy- 
sician with the family in the home. The public health 
nurse has become a valuable asset to the physician and 
as a result to the family. She can supply him with 
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valuable information on family living conditions that is 
important to his management of the illness. 

The American Medical Association is committed to 
expansion of local health councils as an integral part 
of its program to find an answer to the need for improv- 
ing the health of those living in rural areas. The 
Association was the first national health agency to 
endorse complete coverage of the nation with full time 
local health departments. Practicing physicians have 
a stake in the success of that development. To bring 
it about, there must be trained medical health officers 
to head these local health departments. There is at 
present no reservoir of trained public health physicians 
to do that bigger job. There is a serious shortage of 
health officers to fill existing vacancies. 

Among the factors which appear to contribute impor- 
tantly to that shortage is the lack of enthusiasm and 
of appreciation by practicing physicians for the possi- 
bilities for constructive service in the work of health 
officers. This is held to be due largely to lack of 
information. There may still be a carryover of the 
contempt for the political appointee, often a semiretired 
physician, who had no special training for the complex 
duties he assumed. According to Smillie * that period 
ended about 1925. Whatever the reasons for its exis- 
tence, there is need for a solution to the problem of 
shortage of health officers. The status of the health 
officer is of concern to all physicians. 


JUVENILE DELINQUENCY 
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Mr. J. Edgar Hoover, Director of the Federal Bureau 
of Investigation, said on May 19, 1950: 


The United States is sadly neglecting its most precious 
assets, the citizens of tomorrow. There is a rapidly rising 
rate of crime in youth. Fifty per cent of the crimes against 
property are committed by people under 20 years of age. .. . 
Perhaps the disappearance of the woodshed of my generation 
has had its effect. There is no satisfactory substitute 
for discipline in developing character. ... Any city in the 
country would strike a telling blow against crime within 24 
hours if the people had the will and determination to eradicate 
the breeding places of crime. 


The juvenile delinquent is not a type of child. He 
has gone astray as the result of insufficient guidance and 
care. The juvenile delinquent is not depraved; he is 
just deprived. 


MENTAL AND PHYSICAL HEALTH 


There is disagreement among the many surveys of 
physical health, but the majority of careful studies 
accept the fact that the health history does not influence 
delinquency. Delinquents may have carious teeth, 
because they were too difficult for the dentist to manage, 
or rickets, because the parents did not recognize the 
need for vitamins. The Gluecks found that only one 
sixth of the boys taken to the Judge Baker Foundation 
were in poor physical condition. 

Of 4,000 repeated offenders appearing in the juvenile 
courts of Chicago and Boston, over 70 per cent were 
mentally normal. Emotional maturation may be low, 


1. Smillie, W. G.: Preventive Medicine and Public Health, New York, 
Macmillan Company, 1946. 
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but we must take into consideration that a test done 
soon after placement in an institution is influenced by 
the special situation in which the child is at the time. 
COST OF CRIME 

Americans have the reputation of never wasting 
money. Shall we consider the cost of crime? The 
Wickersham Committee (1931) estimated it as 15 
billion dollars a year. This was five times the total 
expenditure for education that year. But this money 
value pales when we consider that the most pernicious 
waste is not material but moral. Crime leaves a trail 
of death and disability through disease and violence. 
What kind of integrated social organism can the 
America of the future hope for, if so many of its 
future citizens display so early in life a tendency toward, 
or actually exhibit, disregard for law and order? 


ECONOMIC GROUP AND NATIONALITY 


The idea that juvenile delinquency is more preva- 
lent among poor children has been corrected. Some 
statistics taken from institutionalized children gave a 
false impression, since the children of wealth are not 
placed in institutions. In the first place, wealth and 
social position provide a certain degree of immunity 
against arrest. In the second place, when financial 
restitution is made, the damage is usually not even 
reported to the police. Some statistics were taken by 
area. This means that one square mile in a poor 
neighborhood with a dense population is numerically 
compared with a wealthy neighborhood where space is 
occupied by gardens, lawns and few children. 

Rockless and Smith found that foreign-born white 
children show a smaller rate of delinquency per popu- 
lation unit than native-born white children. 


HOME CONDITIONS 

The home has the child completely from birth until 
5 years of age. After the child starts school, he is 
at home 16 of the 24 hours of a day. Thus the home 
may outweigh the influence of the school. Shelden and 
Eleanor Glueck found that nine tenths of the delinquents 
studied came from broken or poorly supervised homes. 
The broken home is one of the weightiest factors in 
juvenile delinquency, because it leaves the child with 
no attachment on which to grow; he is helplessly adrift 
on the rough sea of life. 

Even if the home is broken, the child with brothers 
and sisters will tell you he cannot disgrace his family. 
The larger the family the more stable the home life. A 
Metropolitan Life Insurance bulletin for February 1950 
showed that there were 44 divorces per 1,000 couples 
without children, 15.3 divorces when the couple had 
one child and 4.6 when they had four or more children. 
It is estimated this 4.6 per cent would be under 1 per 
cent if children from prevous marriages had not been 
counted, thereby including the few persons who had 
four or more marriages with one child each. 

CORRECTION OF JUVENILE DELINQUENCY 

Family Life-——Parents must be assured that rearing 
a family is the highest vocation. Children should not 
be deprived of that solid background which is given 
by a home and the protective support which is given 
by parental guidance. The child wants absolute pro- 
tection with no frustration; hence he must have confi- 
dence that his parents will guide him the right way. 
The view from the top of Niagara Falls is enjoyable 
only if one has the protection of a strong and reliable 
rail on which to lean. A child needs protection and 
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guidance until he has acquired and is prepared to use 
his own judgment. The child who says to a parent, 
“Well, everyone else is doing it,” and thereby succeeds 
in changing the parent’s order, will lose confidence in 
the parent’s decision, because the fact that someone 
else does wrong is the cause of sorrow and can by no 
means justify what a young person unquestionably 
knows is wrong. The “zoot suits” and gangs are just 
the outward signs of insecurity. They are just “whist- 
ling in the dark.” ‘The child who has the love and 
protection of home laughs at these other children. 
They have to have a gang because they do not have a 
normal home. I have talked to a gang leader who 
would gladly have turned over all his leadership to a 
father in whom he could place responsibility. 

Divorce.—The doctor who will take the time to study 
divorce and to explain its problems to his patients can 
probably reduce divorce among them 75 per cent. 
However, if the pediatrician realizes that he cannot 
help the couple, he can suggest that they go to the 
“Divorcées Anonymous,” an organization recently 
founded in Chicago in which the couple contemplating 
divorce are talked to and reasoned with by a person 
who has gone through a similar trial which ended 
with a divorce and who later regretted such action. 
An example of this procedure is found in the case of 
Mrs. M. Mrs. M’s husband spent much of his salary 
in gambling. She therefore planned to divorce him. 
Someone told her about “Divorcées Anonymous,” and 
she went to the local office of the association. Here 
she found Mrs. X (who had divorced her husband for 
gambling, drinking and infidelity). Nevertheless, she 
told Mrs. M that she would rather have him even 
under these conditions and strive to help him rather 
than ruin the children’s lives in a broken home. This 
made Mrs. M realize that her husband was not so 
reprehensible after all, so she went home determined 
to stay with him and help him all she could, thus saving 
her home from dissolution. Perhaps this will be the 
outcome in some cases confronting us. 

Religion —The delinquency committee of the White 
House Conference reported that 37 per cent of 2,191 
delinquents studied had absolutely no church connec- 
tions. Most of the others had little religious training. 

-A foreign diplomat made the following statement to 
me: “There is no possibility of trouble in my country 
because only 1 in 7,000 is a communist.” Within 48 
hours, his country had joined the satellite nations. 
Why do we, a nation built on a firm religious founda- 
tion, allow the small number of atheists to prevent 
religious training of our children? George Washington 
said, “Reason and experience both forbid us to expect 
that morality can prevail in exclusion of religious 
principles.” 

When Columbus landed, his first act was to pray. 
When those seeking refuge landed in Massachusetts 
and in Maryland, their first act was prayer. The 
entire South and Southwest was settled by religious 
groups who prayed. George Washington frequently 
prayed, and Lafayette and Washington went together 
to church in Philadelphia to ask God’s guidance during 
the Revolution. “In God We Trust” was placed on our 
money. Our testimony in court begins with “I do 
solemnly swear.” The Congress of the United States 
opens with prayer. Why deprive our children of the 
joy of prayer or the pleasure of asking the old fashioned 
“blessing” before meals? The child who has God to 
rely on is never lonely, lost or in trouble. 
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Dr. Joseph Hasslein said, “Religion in the home, 
religion in the school, religion in the heart of every 
true patriotic man and woman throughout the land— 
there is the ultimate solution of our problem, and the 
only genuine remedy for juvenile delinquency and adult 
crime. All other means are mere palliatives, when this 
is omitted, or when even—God forbid—it is knowingly 
slighted. Defying the Divine Will, how can anyone 
be expected to obey mere creature laws, except under 
instant pressure?” If the pediatricians of America 
would determine to stop juvenile delinquency, they 
would succeed. 
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For several years, it has been recognized that penicil- 
lin administered orally can be used effectively in the 
treatment of many infections commonly treated by 
parenteral administration.’ Several factors have delayed 
more widespread use of penicillin by mouth. Since only 
from 20 to 33 per cent of an orally administered dose 
of penicillin is absorbed from the intestinal tract,’ this 
route was originally considered wasteful of an expensive 
material. Moreover, since the absorption of the drug 
is limited to a small segment of the gastrointestinal 
tract, the period for absorption is short. This, coupled 
with rapid excretion, causes quite irregular or transitory 
demonstrable serum concentrations, lasting only from 
two to four hours, if small doses are employed.* The 
presence of food in the gastrointestinal tract also inter- 
feres markedly with the efficient absorption of orally 
administered penicillin with the result that the drug 
has had to take precedence over meals in a daily sched- 
ule, an arrangement that is usually quite inconvenient. 
This combination of factors has made the oral use 
of penicillin less popular than would appear to be 
warranted in view of its established effectiveness in a 
number of infections. Because of the recent-success of 
discontinuous therapeutic regimens * and because peni- 
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cillin for oral administration is now less expensive 
than heretofore, therapy schedules in which large doses 
of penicillin are given two or three times a day have 
been investigated. 

In this paper there is presented evidence that 500,000 
units of various penicillin preparations administered 
by mouth give a moderately high peak concentration in 
the blood followed by a lower but consistent level for 
the next five to eight hours. This large single dose is 
administered two to three times a day, at eight to 12 
hour intervals, without great increase in cost to the 
patient. Furthermore, the regimen eliminates the dif- 
ficulty of arranging meals around penicillin schedules, 
as well as assuring the patient a good night’s rest. 
Finally, evidence is presented that this therapeutic 
schedule is clinically satisfactory. 


PLAN OF STUDY 

Several penicillin preparations for oral administration have 
been used in this study (table 1). The majority of patients and 
subjects received 500,000 unit tablets of crystalline potassium 
penicillin G. Before a clinical therapeutic trial was made, 40 
normal or convalescing subjects were given a 500,000 unit dose 
orally after an overnight fast, and determination of serum concen- 
tration was made at a half, one, two, three, five and eight hours 
by the method of Randall and his associates (Washington) ¢ 
and by the Tompsett modification of Rammelkamp’s serial dilu- 
tion technic (Syracuse) 5 (table 2). Twenty-six other subjects 
received 200,000 or 300,000 units, and blood levels were similarly 
studied and therapeutically effective levels were demonstrated. 

After uniform absorption and therapeutically effective levels 
were demonstrated, 104 patients were treated. 

Therapeutic dosage in somewhat over half the cases was 500,- 
000 units at 6:00 a. m., 3:00 p. m. and 10:00 p.m. The remain- 
der of the patients received the same amount twice a day, at 
10:00 a. m. and 10:00 p. m. Both schedules allowed the drug 
to be given at a time when the stomach was empty, yet with a 
minimum of inconvenience to the patient and/or the nursing 
staff. The schedules were changed somewhat for small children 
to fit feeding and sleeping habits. The dosage was essentially 
the same in all cases, regardless of severity of infection. 


SERUM CONCENTRATIONS OF PENICILLIN 

The serum concentrations of penicillin in 40 patients 
given 500,000 units of penicillin orally after an over- 
night fast were studied (table 2). Serum concentra- 
tions in only three subjects were determined at 40, 60 
and 120 minutes. At 40 minutes, the average level was 
0.8 unit per cubic centimeter. Peak concentration in 
all was observed at 60 minutes, with an average level 
of 1.7 units per cubic centimeter. At the end of two 
hours, all three subjects had a fall from the peak level, 
the average being 0.43 unit. Serum concentrations were 
then determined on 40 patients at three hours. The 
average concentration was found to be 0.19 unit per 
cubic centimeter, with 95 per cent of the subjects 
showing demonstrable levels, that is, at least 0.03 
unit or higher. At the end of five hours, of the 31 
serums tested, 79 per cent showed levels of 0.03 unit 
or higher, the average being 0.09 unit per cubic centi- 
meter. At the end of eight hours, of 35 serums 
studied, 49 per cent showed concentrations of 0.03 
unit or higher, the average being 0.034 unit per cubic 
centimeter. Serum levels in 26 subjects following 
200,000 to 300,000 units of penicillin administered 
orally in the fasting state were studied. Again peak 
concentrations were observed at 60 minutes in the 
vast majority of the patients. None had a demonstrable 
level at eight hours. Seventy-five per cent of the sub- 

“4. Randall, W. A.; Welch, H., and Knudsen, L.: Methods of Testing 
Antibiotic Substances and Limitations Involved, J. Am. Pharm. A. (Scient: 


Ed.) 35: 102, 1946, 
5. Tompsett, R.: Personal communication to the authors. 
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jects had demonstrable levels at five hours (table 2). Thirty patients with lobar pneumonia were treated, 
Average blood concentrations after the two doses are with good response in 26 (table 3). Fourteen of the 
shown in the chart. Also shown is a comparable graph 30 had typed pneumococci in the sputum ; six had pneu- 
of levels after a large parenterally administered dose of _mococci, untyped or classified, and from ten, who 
penicillin. had typical clinical lobar pneumonia, pneumococci could 


Tas_e 1—Type of Vehicle in Which Penicillin was Administered to 104 Patients with Infections 


Number of Infections 


—--- - Results 
Peniciliin, Number Beta — — ~A—— —— --~ 
Type and of Pneumo- Strepto- Miscel- Satis- 
Vehicle Patients ecoccus eoceus laneous factory Poor Complications Comment 
G in orange syrup *..... Ane woe 10 6 1 3 9 1 1 slow resolution Easy for chil 
dren to accept 
Procaine tablets t........ jibackwas 8 5 3 = 6 2 2 slow resolutions; 1 
with febrile relapse 
Gh ROME Peed cadessdsdisvedinesetciss 67 17 32 18 #2 5 1 slow clearing of skin _........ 
lesions; 1 febrile 
relapse with slow 
resolution; 3 treat- 
ment failures 
G in tap water {....... “a Ww 5 3 2 s 2 1 slow resolution: 
1 death 
“O” in tap water §..... énint ‘ 8 4 a be 4 ® - Sutisnes Lowest average 
blood levels 
Aluminum tablets {.... ontes 4 - 2 2 a ee OS eee Highest average 


blood levels | 
G in eherry syrup #..... bike 2 1 1 Ss 2 > Cab. a “ence Easy for chil- 
dren to accept 


BOGAN ccccccecneceses al ° 104 . o4 10 


(90>) (10%) 
*Smith, Kline & French Laboratories. t Bristol Laboratories, Inc. and Pfizer, Chas. & Company, Inc. 


t Pfizer, Chas. & Company, Ine. and Bristol Laboratories, Inc. § The Upjohn Company. 
~ Hynson, Westeott & Dunning, Ine. # Bristol Laboratories, Inc. 
* Five patients received two types of penicillin. 
| Variations in blood concentration following each preparation are s0 narrow as to be insignificant. 


Taste 2.—Blood Concentrations Following Administration of Peniciilin Orally in Fasting State 





Time 40 Minutes 1 Hour 2 Hours 3 Hours 5 Hours 8 Hours 
A. ~ AW. — ———___ — re— A ——S 9 — — 
200,000 200,000 200,000 200,000 200,000 
Dose in Units 500,000 300,000 500,000 300,000 500,000 300,000 300,000 300,000 500,000 300,000 500,000 
Range of levels (units/ec.)... 0.07-1.6 ~ 0.065-1.01 0.75-3.0 0.08-1.15 0.05-0.75 0.07-1.14 0.08-0.5 0.075-1.01 0.02-0.5 0.08-0.24 0.03-0.25 
Average level (units/ee.)..... 0.8 0.45 L7 0.46 0.48 0.25 0.19 0.15 0.08 0.06 0.034 


Per cent and number of speci- 
mens with levels greater 
than 0.08 unit/ee...... ‘ 100% 96% 100% 96% 100% DIN V5% 99% 79% 75% 49% 
(@) (25 of 26) (3) (25 of 26) (3) (9 of 20) Gof4) C9o0f2) (2% o0f381) Wofl2) (7 of 35) 
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Tape 3.—104 Patients with Infections Treated by Penicillin Administered by Mouth Two to Three Times a Day 


Results 
ew 
Treatment 
Failure 
No. (ge, No. Days * Satis Slow Reso- or Com- 
Disease Patients Yr. Treatment factory lution plications Comment 
Pneumococcie pneumonia............. 30 1%-91 3-18 6 2 2 Death 4 hours after start of 
(av. 48) (av. 6%) (1 death) therapy; improvement of 
pneumonia in 1 patient only 
with sulfadiazine; 7 with 
positive blood cultures 
Bronehopneumonia..........6.....0005 7 2-57 3-12 5 1 1 Considered necessary to change 
(av. 40) (av. 6) to penicillin intramuscularly 
after 48 hours in 1 child 
Beariet fever... cccccccscsccscccssscoces 18 4-19 5-18 Me 1 1 In 1, development of nonspecific 
(av. 4%) (av..7) bronchopneumonia and change 
in route of therapy; slow sub- 
sidence of rash in 1 
Streptococcice 
Septic sore throat.............. : 13 1-52 2-12 12 1 = Subsidence of tonsillitis only 
(av. 19) (av. 7) after 7 days in1 
Tracheobronchitis............. 7 1 38 4 1 +e os © \> 3 eens 
PNG ivonc cc ccvvceccvesscccuccccs 3 45-74 5-11 2 1 oe Slow resolution but with even- 
(av. 7) tual complete clearing in 1 
I iianses cess escceoccctewses 2 11-15 7 ? ee - +. — aan 
Cellulitis (mose, leg)... ..........0005 2 78-80 4-7 2 ee <) 0*lU MS eee 
Staphylococcie infections.............. 6 33-86 4-7 6 ou = 2 urinary tract infections: 
(av. 64) 2 cellulitis of arm and leg; 
2 abscess of finger and leg 
Miscellaneous infectious (cause 22 we os 8 acute pharyngitis; 5 Vincent's 
Ns 96600 600.48 cdcccescesescce 22 1-68 3-8 disease of mouth and gums; 
(av. 33) (av. 5) 2 acute sinusitis; 2 acute 
otitis; 3 abscesses—urethral, 
finger, eye; 2 cellulitis 
TOCA, . .cocccescvccvvesccccvcetess 104 | 6 4 
\ 
RESULTS OF TREATMENT y not be or were not isolated. Of the 30 patients treated, 


Oral administration of penicillin was used in the the temperature returned to 99 F. or below by the end 
treatment of 104 patients, with results shown in-table 3. of 30 hours in 24 and to normal before the third day 
Types of vehicles in which the penicillin was admin- in the other six. Serial roentgen examinations: of the 
istered are shown in table 1. chest were made on all, and clearing of process within 
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three weeks was noted in 26. Slow resolution occurred 
in two, and eventual clearing in these was not com- 
pleted until 40 days. The course of treatment was 
from three to 18 days and averaged 6% days. 

One patient, moribund at the time therapy was 
started, died shortly after the first dose of penicillin. 
Another patient, a man aged 59, had a pneumococcic 
infection which failed to respond as expected. A 
change to the intramuscular route ‘of penicillin adminis- 
tration also failed to alter the clinical disease, and 
eventual, albeit gradual, improvement followed sulfa- 
diazine therapy. 

Seven patients with bronchopneumonia are included 
in the series. All seven had pulmonary infiltrations by 
roentgenogram, although solid consolidations were not 
seen. Bacteriologic findings were not specific. All 
the patients were acutely ill. Because no therapy other 
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1/2 1 2 3 4 5 6 7 3 
Hours After Dose 


Comparison of blood concentrations following single doses of orally and 
intramuscularly administered penicillin. The dash line with crosses indi- 
cates 500,000 units orally (average of 40 patients). The dash line with 
circles indicates 300,000 units orally (average of 25 patients). The 
straight line indicates 300,000 units intramuscularly (average of 3 
patients). All orally administered penicillin was given in a fasting state. 
than orally administered penicillin was prescribed, the 
group is worthy of inclusion in the series. Five of the 
seven responded in impressive fashion with febrile 
crisis to normal within 24 hours and complete roent- 
genographic clearing within three weeks. One patient, 
a child 1% years of age, failed to respond until penicil- 
lin was administered parenterally after 48 hours, and 
this case must be considered to represent a failure of 
oral therapy. The response with intramuscularly admin- 
istered penicillin was impressive. The remaining patient, 
aged 91, had a reasonably good over-all response, 
although no crisis was observed and resolution was 
delayed. 

Four patients of the 37 had febrile relapses (tempera- 
tures 101 to 102 F.) on the third to the seventh day. 
Each episode persisted for from 24 to 48 hours and 
disappeared spontaneously. No extension of the pneu- 
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monic process was noted, and therapy was not changed 
in any. 

Eighteen patients with scarlet fever were treated 
(table 3). They ranged in age from 6 months to 19 
years with average age of about 4% years. Sixteen of 
the 18 made a good response without complications. 
In one child, 19 months of age, after an initially satis- 
factory response, bronchopneumonia of unknown origin 
developed while he was receiving penicillin orally, and 
a change to intramuscular administration of crystalline 
penicillin was considered necessary. Thereafter he 
made an uneventful recovery. The eighteenth patient 
had a proper clinical response, but the expected prompt 
disappearance of rash did not take place. One child, 
2% years old, not included in the series, was unable 
to retain the tablets by mouth. He received only one 
day of therapy, was changed to intramuscular injection 
of penicillin, and made an uneventful recovery. Com- 
plications, such as otitis media, rheumatic fever or 
nephritis, did not develop, at least during the observa- 
tion period. Therapy extended from five to 18 days. 
In 14 patients therapy was less than seven days. 
Approximately 7,000,000 units of penicillin was required 
on this treatment schedule. 

Septic sore throat in 13 patients, with and without 
acute tonsillitis, was treated (table 3). In all patients, 
group A beta hemolytic streptococci were isolated 
from the throats; in none was there abscess formation. 
Ages ranged from 1 to 52 years, the vast majority of 
patients being over 20 years of age. For 10 patients, 
the duration of therapy extended from two to seven 
days. Most patients received the drug for only four or 
five days. The results of therapy were excellent in 12 
of the 13 patients. Tonsillitis subsided within 48 hours ; 
defervescence occurred within 24 hours, and clinical 
improvement was satisfactory within four days in this 
group. In only one patient was there noted slow 
improvement in the acute tonsillitis. Complete recovery 
was delayed until the tenth day. 

Eight other patients with beta hemolytic streptococ- 
cus infections were treated and response in seven was 
impressive. There were three patients with erysipelas, 
two each with impetigo and cellulitis (on the nose and 
leg, respectively) and one with acute tracheobronchitis 
without pneumonia. Both Streptococcus and Staphylo- 
coccus aureus were recovered from the two patients with 
impetigo. Erysipelas failed to improve until after the 
sixth day in one woman, aged 74, although her lesion 
healed without complication thereafter. Evaluation of 
both cases of cellulitis was difficult because of underlying 
pathological lesion (varicose veins and skin carcinoma), 
but in each the infected skin improved in satisfactory 
manner, though only temporarily. 

Thirty-nine patients with beta hemolytic streptococcus 
infections were treated. In none were there purulent 
complications. In 90 per cent of the patients the thera- 
peutic response was excellent, although in only one case 
was oral therapy apparently inadequate. 

In table 3 are summarized data on 28 patients with 
staphylococcic and miscellaneous infections treated with 
penicillin administered orally two or three times daily. 
Eminently satisfactory responses were noted in 27 
patients. In only one patient with acute pharyngitis, 
from whom no organisms had been isolated, was there 
a poor immediate response. Pyuria and/or bacilluria 
disappeared within five days or less in all patients with 





= ar 2 2 @& 2 =e oe 


~- oo 


—_ 








Votume 144 
NuMBER 18 


urinary tract infections. Both abscesses healed with 
surgical incision. Cellulitis with pus formation in both 
patients cleared promptly. Evaluation is difficult in one 
of these two patients because of an underlying carcinoma, 
but subsequent surgical excision of this was possible, 
with clearing of the surrounding inflammation. Although 
the causative agent in eight cases of acute pharyngitis 
was not bacteriologically proved, there was response 
within four days and no complications were observed. 
Good responses of five cases of Vincent’s infection of 
mouth and gums, two cases each of acute otitis media 
and sinusitis, five abscesses and cellulitis of the leg in 
two patients were noted. Surgical drainage was per- 
formed as necessary in the majority of abscesses. 

Toxic reactions were noted in two patients. In one 
a moderately severe inguinal and perineal dermatophytid 
developed after a single dose, and the other had nausea 
and vomiting. The case of neither patient is included 
in the therapeutic series because less than one day’s 
therapy was administered. Another patient, whose case 
is included in the series, had moderately loose stools 
while on penicillin therapy. 


COMMENT 

Pharmacologic data and results of clinical studies 
presented here have been obtained at two institutions. 
Because clinical material from one or the other was con- 
sidered inadequate if presented alone, observations 
from each have been combined. Certain variations in 
technics have been employed in measuring serum con- 
centrations of penicillin, and patients received different 
nursing attention. The observations, both pharmacologic 
and clinical, are sufficiently alike, however, to warrant 
this combination of results. It must be emphasized that 
all data were compared only after completion of the 
entire study. This independent performance of both 
the pharmacologic and the clinical investigations makes 
the material all the more valid and valuable. 

There are two major differences between the two 
studies. In Syracuse, seven varieties of carrying agents 
for penicillin were used in both the clinical and the 
laboratory studies. As no single one of these was supe- 
rior to the other, either in therapeutic response of the 
patient or in blood levels of penicillin, it seems proper 
to include the results in a single group. The other dif- 
ference is that a twice daily regimen of 500,000 units 
penicillin was virtually always employed in Syracuse, 
whereas in Washington the material was given three 
times a day. In general, then, the latter patients (56 of 
the 104) received more penicillin. 

The question naturally arises concerning the value of 
a third dose of penicillin each day for therapy of many 
infections. In this series, both regimens -have proved 
satisfactory and whether or not the third dose is neces- 
sary is less important, perhaps, than the extra security 
which it allows. 

As has been pointed out many times in the past, the 
vehicle in which penicillin is carried is unimportant, 
and no single material has proved more efficacious than 
penicillin given in tap water. It is important, however, 
to so time the administration of the tablet or fluid that 
the stomach is relatively empty. Assurance of best 
absorption is thus best gained. There is no delayed 
absorption of procaine penicillin in tablet form, the 
pharmacologic properties of this salt being identical with 
that of penicillin G. 
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The preparation labeled penicillin “O” (table 1) 
deserves comment. The material is an allyl salt of 
penicillin and presumably has the unique property of 
having no cross immunity reactions with crystalline 
penicillin G or any of its salts. Although it cannot be 
stated from the studies described in this report that it 
does have this advantage, in at least four other instances 
it has proved to be useful for persons suffering from 
delayed type of hypersensitivity reactions due to the 
administration of penicillin G. In all of these, penicillin 
“O” was successfully and safely substituted in the 
presence of either angioneurotic edema or generalized 
pruritic macular rash. The purpose ef its use in this 
study was to determine its pharmacologic and therapeu- 
tic efficacy. In general, periodic blood concentrations 
follow the curve expected from other penicillin prepa- 
rations but are somewhat lower. This difference, 
although minor, was consistent in all subjects. In the 
dosage employed for patients with infections, the results 
in all eight patients were identical with those observed 
when other preparations were used. It is appreciated 
that most infections are usually overtreated with 
penicillin. 

All patients in this series had normally functioning 
gastrointestinal tracts at the time oral therapy was insti- 
tuted. It must be emphasized that in the case of any 
patient in whom there is gastric dilatation or intestinal 
hypermotility, it is not advisable to administer penicillin 
by mouth. Absorption may be so impaired in either 
circumstance that proper therapeutic response may not 
be obtained. In general, it is true that the attainment of 
adequate blood concentrations of penicillin and the 
maintenance of therapeutic levels is dependent almost 
solely on the integrity of the gastrointestinal tract. 


SUMMARY 


Forty normal or convalescent hospital subjects were 
given 200,000 to 500,000 units of penicillin in a variety 
af vehicles after an overnight fast, and serum concentra- 
tions of penicillin were determined periodically over an 
interval of eight hours. In approximately 50 per cent 
of the patients .receiving 500,000 units, concentrations 
above 0.03 unit of penicillin per cubic centimeter of 
serum were noted at the end of eight hours. 

A total of 104 patients with infections were treated. 
Satisfactory therapeutic response after 500,000 units 
of penicillin given twice or three times daily was 
observed in 94 of the patients (90 per cent), and in 6 


‘others (6 per cent) somewhat slower than expected 


resolution of the infectious lesions occurred. Complete 
cure eventually took place in the latter patients without 
change in therapy. 

Regimens in which at least 500,000 units ef penicillin 
is administered twice or three times a day are feasible 
in most cases in which penicillin is indicated, except 
bacterial endocarditis, meningitis and staphylococcic sep- 
sis. In the staphylecoccic sepsis and in certain other 
infections in which high serum levels of penicillin are 
required or in which penicillin cannot easily penetrate 
into the involved area of inflammation, oral therapy is 
not advocated. 

Oral therapy in the majority of cases of infections 
caused by micro-organisms susceptible to penicillin is 
safe, easy and reasonably inexpensive. When the drug 
is administered only twice or three times a day, schedul- 
ing of doses to avoid meals is no longer a problem. 
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SUPERFICIAL PUNCTATE KERATITIS 


PHILLIPS THYGESON, M.D. 
San Jose, Calif. 


The term superficial punctate keratitis was introduced 
by Fuchs? in 1889 to describe superficial keratitis 
secondary to acute conjunctivitis. This disease is now 
generally known under the more descriptive name of 
epidemic keratoconjunctivitis. Since Fuchs’ original 
use of the term, superficial punctate keratitis has at no 
time been applied strictly to the disease entity he 
described in connection with it. It has tended rather to 
become a general morphological designation for any con- 
dition presenting multiple, small, discrete lesions of the 
cornea affecting the epithelial and immediately adjacent 
subepithelial tissues. This has resulted in an unfortu- 
uate confusion in the literature, since many clinical 
entities of known or unknown causation produce punc- 
tate epithelial lesions and a smaller but appreciable 
number produce punctate subepithelial lesions. 

Of the many types of epithelial keratitis, however, one 
stands out as a distinct clinical entity, and it is pro- 
posed that the name superficial punctate keratitis be 





Fig. 1.—Appearance of corneal lesions in a case of superficial punctate 
keratitis of three years’ duration. A, low power examination, slit lamp 
und corneal microscope; B, high power slit lamp and corneal microscope 
examination, showing granular nature of the opacity. 


reserved for it alone. Although this entity has been 
known to occur in most parts of the world, no clearcut 
description of it appears in any of the current textbooks 
and references to it in the current literature, with the 
exception of one description in an article by Braley,? 
have failed to differentiate it sharply from other forms of 
nonspecific punctate epithelial or subepithelial keratitis. 


THE CLINICAL ENTITY 

Since 1930 twenty-six typical examples of superficial 
punctate keratitis have been studied by me in the states 
of Iowa, New York, Florida and California. In general 
they have presented identical clinical characteristics and 
have run the same course, indicating the existence of a 
clinical entity which may be described as follows: 

Clinical Picture.—The disease is essentially epithelial 
keratitis characterized by multiple, discrete, epithelial 





Read before the Section.on Ophthalmology at the Ninety-Ninth Annual 
Session of the American Medical Association, San Francisco, June 28, 
1950. 

From the Division of Ophthalmology and the Francis I. Proctor 
Foundation for Research in Ophthalmology of the University of California 
Medical School. 

. Fuchs, E.: Keratitis punctata superficialis, Wien. klin. Wehnschr. 
2:837 (Oct.) 1889. 

. Braley, A. E.: Virus Diseases of the Cornea, M. Rec. & Ann. 44: 
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opacities (fig. 1.4). These lesions are relatively few in 
number, varying in this series of cases from three to as 
many as 20. They favor the pupillary area, although 
any part of the cornea may. be involved. The individual 
opacities, while considerably larger than the punctate 
lesions of most other forms of epithelial keratitis, are 
still not grossly visible. The larger ones can be seen 
with the loupe, but use of the slit lamp is necessary for 
recognition of the smaller ones. Each opacity, when 
studied under the high power objective, can be seen to 
be made up of a conglomeration of smaller punctate 
opacities (fig. 1B). The lesions stain variably with 
fluorescein or aqueous mercurochrome; the majority 
retain the stain, but some retain it either feebly or not 
at all. With the slit lamp the lesions are seen to be 
strictly epithelial and definitely nonulcerative in char- 
acter, although partial desquamation of the epithelial 
layers may occur in the more deeply staining opacities. 
The essential lesion, however, is an intraepithelial 
opacity with little if any subepithelial edema and no 
subepithelial infiltration. The epithelium between the 
opacities appears to be normal except during severe 
exacerbations, when there may be a minimal amount 
of epithelial edema between close-lying foci. In most 
cases the opacities are evanescent, their location varying 
from week to week, but in some the pattern remains 
relatively fixed over a period of months. 

The keratitis is the most important lesion of the 
disease, but it may be accompanied by a mild catarrhal 
conjunctivitis with predominant involvement of the bul- 
bar conjunctiva but without papillary hypertrophy or 
exudate. The conjunctival hyperemia increases during 
the periodic exacerbations of the disease but is never 
pronounced. Secondary bacterial infection was unknown 
in this series and, with a few exceptions in which scat- 
tered colonies of coagulase-positive staphylococci were 
found, conjunctival cultures showed a consistently nor- 
mal flora. No evidence of a leukocytic reaction to the 
disease was derived from a study of conjunctival 
scrapings. 

Corneal sensitivity is reduced in most instances but 
in varying degrees and never completely as in herpes 
corneae. The disease is always bilateral, even in cases 
seen soon after onset. The symptoms, consisting of 
photophobia, burning and smarting, and blurring of 
vision, are usually mild except during exacerbations. 
Visual disturbance is seldom incapacitating, but during 
an exacerbation in one case in this series the vision was 
reduced from a normal of 20/20 to 20/100 in one eye 
and 20/70 in the other. 

No special sex incidence was noted, 15 cases occur- 
ring in males and 11 in females, and there was no 
grouping with respect to age, the youngest patient being 
a boy of 8 years and the oldest a woman of 65 years. 

Clinical Course.—-In this series the clinical course has 
been protracted in every instance, the minimum time for 
healing being three years. It is noteworthy that none 
of the patients could give a clearcut history of the time 
of onset. In no instance was there a history of acute 
onset, and in no instance was the onset associated with 
any significant occupational or intercurrent disease. 
All cases were characterized by periodic subacute 
exacerbations, but there seemed to be no relation 
between these attacks and intercurrent disease of any 
kind. Nasal symptoms occurred in connection with 
some attacks but are believed to have been due to 
increased tear flow into the nose rather than to an 
associated rhinitis. In the 8 cases which were followed 
to healing, no residual signs of the keratitis, such as 
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KERATITIS 
cicatrization or vascularization, were noted. In this 
respect the disease is believed to be strictly benign. 

Treatment.—Superficial punctate keratitis appears to 
be totally resistant to treatment with the ordinary con- 
junctival antiseptics or with the sulfonamides used 
either topically or by mouth. The cases in this series 
were also resistant to penicillin, streptomycin, tyro- 
thricin and aureomycin used topically. In my experi- 
ence only two therapeutic measures have proved to be 
of any value. The first, used in four cases only, con- 
sisted in the removal of the entire corneal epithelium 
and the application of 3.5 per cent tincture of iodine 
solution to the denuded cornea. In two of the four 
cases healing occurred after this treatment. Application 
of iodine to the corneal opacities alone was ineffective. 
The second valuable therapeutic measure consisted in 
repeated smallpox vaccinations as advocated for the 
treatment of recurrent herpes simplex infections. In 
four of the nine cases with the condition treated in this 
way healing was complete. In the remaining 5 some 
degree of symptomatic relief was obtained, although the 
corneal disease continued to be active. 

Etiological Basis Laboratory studies were made on 
16 of the 26 patients in this series without conclusive 
results. In scrapings from three of the 16, scattered 
colonies of coagulase-positive Staphylococcus aureus 
were found. The bacterial flora was otherwise normal. 
In none of the 16 cases was a conjunctival eosinophilia 
or other evidence of conjunctival or corneal allergy 
demonstrable, and the patients reported no unusual 
allergic background. Conjunctival and corneal scrap- 
ings were used for rabbit cornea inoculations and in a 
few instances produced transient punctate corneal 
lesions resembling those of the human disease. In no 
instance, however, did chronic disease develop. Scrap- 
ings used for inoculations of mouse brain and the 
chorioallantois failed to produce any evidence of a 





Fig. 2.—Large, round subepithelial opacities in a case of epidemic 
keratoconjunctivitis (low power magnification). 


virus; a few foci developed on the chorioallantois but 
were not transmissible in series. These studies are 
being continued and will be the subject of a subsequent 
report. Braley* has recently reported success in iso- 
lating a virus from lesions in his cases and has pro- 
duced in rabbits a chronic disease resembling the human 
disease. He has also reported the demonstration of 
neutralizing virus antibodies in serum from affected 
patients. 
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DIFFERENTIAL DIAGNOSIS 

The differential diagnosis of superficial punctate kera- 
titis from other subepithelial and epithelial forms of 
superficial keratitis with punctate lesions involves the 
following considerations : 

Subepithelial Forms.—Epidemic Keratoconjunctivi- 
tis: The classic example of a subepithelial keratitis is 
epidemic keratoconjunctivitis. Its diagnosis is based on 





Fig. 3.—Subepithelal opacities in a case of herpes zoster keratitis, 


the development of round subepithelial opacities (fig. 2) 
in seven. to 10 days after onset of acute conjunctivitis. 
The opacities vary in size and, unlike the epithelial 
opacities of superficial punctate keratitis, are often 
grossly visible. They have a tendency to localize in the 
pupillary: area. Epithelial changes also occur in this 
disease preceding the development of the subepithelial 
opacities, but they are. microscopic in type and. due 
primarily to epithelial edema. They have nothing in 
common with the larger epithelial opacities of superficial 
punctate keratitis. The clinical characteristics and 
course of epidemic keratoconjunctivitis, an acute self- 
limited disease of virus causation, have been ade- 
quately reported in the literature* and will not be 
redescribed here. 

Nummular Keratitis: A second important type of 
subepithelial keratitis with punctate lesions is nummular 
keratitis ; unlike epidemic keratoconjunctivitis, it has not 
been established as an etiological entity. Although the 
disease is apparently common on the European conti- 
nent, it is seldom seen in the United States.* It is 
characterized by round, often grossly visible sub- 
epithelial opacities, similar to those of epidemic kerato- 
conjunctivitis except for a tendency to ulcerate and 
form facets. Nummular keratitis is usually unilateral 
and exhibits neither the acute conjunctival inflammation 
nor the epidemic character of epidemic keratoconjuncti- 
vitis. Woods * has reported examples of it which were 
apparently due to brucellosis. 

Other Diseases with Round Subepithelial Opacities : 
Round subepithelial opacities are seen with considerable 





3. Hogan, M. J., and Crawford, J. W.: Epidemic Keratoconjunctivitis, 
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5. Woods, A. C.: Nummular Keratitis and Ocular Brucellosis, Arch. 
Ophth. 35: 490 (May) 1946 





frequency in the keratitis of herpes zoster ophthalmicus 
(fig. 3) and occasionally in phlyctenular keratitis.° 
With respect to these two diseases there is no problem 
in differential diagnosis because of the characteristic 
skin lesions of the former and the characteristic con- 
junctival lesions of the latter. To my knowledge there 
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Fig. 4.—Distribution of lesions of various types of epithelial keratitis. 


are no other forms of subepithelial keratitis which 
enter into the problem of differential diagnosis under 
discussion. 

Epithelial Forms.—It is only the epithelial forms of 
keratitis which present any difficulty in the differential 
diagnosis of superficial punctate keratitis. Epithelial 
changes, as seen with the slit lamp and corneal micro- 
scope in the various forms of epithelial keratitis other 
than superficial punctate keratitis, appear at first glance 
to be completely nonspecific in character. However, 
on closer observation morphological differences and 
differences in distribution can be discerned. 

The commonest epithelial lesion is a microscopic 
pointlike opacity, stainable with fluorescein, which is 
probably a minute round epithelial erosion produced by 
epithelial cell desquamation. This desquamation appears 
to involve only the upper layers of the epithelium, as 
judged by its examination under high power magnifi- 
cation, and is the type seen so frequently in association 
with staphylococcic blepharoconjunctivitis. A second 
distinguishable lesion is similar to the first except that 
instead of being round it is irregular in shape, linear 
or comma shaped. This type of lesion is seen char- 
acteristically in keratitis sicca. A third morphological 
type is an intraepithelial opacity which may be punctate 
or amorphous and is frequently confluent. Fluorescein 
staining is irregular, some lesions not staining at all 
and others staining faintly. This is the type seen 
characteristically in the prexerosis of early vita- 
min A deficiency. Linear erosions suggest trauma, 
as from trichiasis. Widespread, diffuse, blotchy epi- 
thelial erosion is characteristic of exposure keratitis. 
Epithelial filaments are of course characteristic of fila- 
mentary keratitis which is usually but not always an 
advanced form of keratitis sicca. A combination of 
several different types of lesion may exist simul- 
taneously in the same case. As seen in figure 4, the 
distribution of the lesions also has important differential 
significance. 

In my experience 11 different types of epithelial 
keratitis have appeared to be differentiable from super- 
ficial punctate keratitis on clinical and etiological 
grounds, as follows: 
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1. Epithelial Keratitis Secondary to Staphylococcic 
Blepharoconjunctivitis: This is by far the most com- 
monly encountered type and can usually be readily 
diagnosed clinically on the basis of the associated 
staphylococcic blepharoconjunctivitis. It appears typi- 
cally as multiple, minute, fluorescein- a points 
involving the lower tl.ird of the cornea (fig. 5.4). The 
staining points appear to be minute epithelial erosions 
and are only a fraction of the size of the lesions of 
superficial punctate keratitis. Although ordinarily rather 
evenly spaced, they occasionally group themselves in 
clusters which simulate the lesions of superficial punc- 
tate keratitis. This occurs only rarely, however, and 
has not complicated the problem of differential diag- 
nosis since the microscopic epithelial erosions typi- 
cal of staphylococcic keratitis are always also present. 

2. Epithelial Keratitis Secondary to Pneumococcic 
and Koch-Weeks Conjunctivitis: The epithelial lesions 
which occur occasionally in pneumococcie and Koch- 
Weeks conjunctivitis sometimes simulate closely those 
occurring in superficial punctate keratitis but never 
have been a diagnostic problem. They have always been 
transient, disappearing with the healing of the primary 


‘conjunctivities. 


3. Epithelial Keratitis Secondary to Seborrheic 
Blepharitis: This rather rare clinical entity has been 
seen only exceptionally in association with severe forms 
of seborrheic blepharitis * and may be an allergic mani- 
festation of sensitivity to Pityrosporum ovale. The 
majority of cases of seborrheic blepharitis, when not 
complicated by secondary staphylococcic infection, have 
no associated keratitis. In my experience seborrheic 
keratitis has appeared as an epithelial keratitis involv- 
ing the entire corneal surface (fig. 5B). The changes 
have consisted in punctate and irregular _ blotchy 
fluorescein-staining erosions, usually severe enough 
noticeably to affect vision. They have cleared simul- 
taneously with clearing of the blepharitis. 

Epithelial Keratitis in Trachoma: Minute, punc- 
tate, fluorescein-staining epithelial erosions are a char- 





Fig. 5.—A, punctate fluorescein-staining epithelial keratitis secondary to 
staphylococcic blepharoconjunctivitis; B, epithelial keratitis in a severe case 
of seborrheic blepharitis of long duration. 


acteristic feature of trachoma (fig. 6). They are seen 
at the onset of the disease, simultaneously with the 
development of conjunctival lesions and before the 
development of pannus, and may be the last lesion 





7. Gots, J.; Thygeson, P., and Waisman, M.: Observations on Pityro- 
sporum Ovale in Seborrheic Blepharitis and Conjunetivi itis, Am. J. Ophth. 
30: 1485 (Dec.) 1947 
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to disappear. Microscopic in type, they can be seen 
only with the slit lamp and corneal microscope. Their 
distribution may be considered characteristic in that the 
upper half of the cornea, particularly the upper limbus 
region, is usually predominantly involved. 

5. Epithelial Keratopathy in Keratoconjunctivitis 
Sicca: Mild forms of keratitis sicca are characterized 
by punctate, fluorescein-staining erosions of the corneal 
epithelium, similar in appearance and distribution to the 
forms seen in staphylococcic epithelial keratitis. When 
loss of tear function is severe, however, the epithelial 
changes become widespread, irregular and blotchy, and 
may be accompanied with filament formation (fig. 7). 

6. Epithelial Changes in Neurotrophic and Exposure 
Keratitis: In mild cases the epithelial changes in 
neurotrophic and exposure keratitis are punctate in 
character, involve the lower third of the cornea pre- 
dominantly and appear to be related most often to dry- 
ing of the cornea due to exposure while sleeping. 
Severe cases show widespread, diffuse, blotchy staining. 





Fig. 6.—Microscopic, fluorescein-staining epithelial keratitis in a case of 
acute trachoma at onset. Atypically, the pupillary area is predominantly 
involved. 


Closure of the eye effects disappearance of the lesions 
in mild cases and improvement in severe cases. 

7. Epithelial Keratitis in Vernal Catarrh: Mild 
forms of vernal catarrh ordinarily exhibit no corneal 
changes, but in severer cases, both palpebral and limbal, 
epithelial changes are common. They have been 
described by Tobgy,* under the name keratitis epi- 
thelialis vernalis, as appearing as though the cornea 
were dusted with flour. Tobgy noted edema of the 
epithelium and occasional vesicle formation, stating that 
the changes were most frequently to be seen in the 
upper half of the cornea and in the periphery of the 
cornea in the bulbar type of the disease but that occa- 
sionally the whole cornea was affected. 

In my experience keratitis epithelialis vernalis 
(Tobgy) (fig. 8) has been found in almost every case 
of vernal catarrh, at least during exacerbations, although 
the involvement has in some instances been minimal. 
The epithelial changes are sufficiently characteristic to 
be almost pathognomonic of the disease. They con- 
sist of an intraepithelial opacification which, instead of 
being typically punctate in character, usually appears 


—_— 


8. Tobgy, A. F.: Eighth Annual Report of Giza Memorial Ophthalmic 
Laboratory, Cairo, Egypt, Schindler’s Freee, 1933, p. 103. 
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as a syncytium dotted with minute clear areas. In 
limbal cases the lesion appears principally in the area 
of the lid aperture, but in palpebral cases the upper 
half of the cornea is more often involved. 

8. Epithelial Changes in Prexerosis: One of the 
earliest signs of prexerosis is a punctate opacification of 





__ Fig. 7.—Epithelial changes in a severe case of keratitis sicca, showing 
filaments and punctate fluorescein-staining epithelial erosions. 


the corneal epithelium believed to be due to beginning 
cornification of the epithelial cells as a result of vita- 
min A deficiency. In my experience it has appeared 
simultaneously with the development of Bitot spots at 
the temporal limbus and has been seen in children on 
deficient diets and in chronic alcoholic adults with 
polyvitamin deficiency. The epithelial changes resemble 
those of vernal catarrh except that the whole corneal 
surface is characteristically involved. Unlike other 
forms of epithelial keratitis, e. g., staphylococcic kera- 





Fig. 8.—Keratitis epithelialis vernalis (Tobgy) in a severe case of 
palpebral vernal catarrh. 


titis, epithelial desquamation does not seem to be a 
major feature and fluorescein-staining is minimal. 

9. Epithelial Keratitis in Ultraviolet and Roentgen 
Ray Burns: Punctate epithelial keratitis ° is a feature 
of radiation burns, e. g., the keratitis of flash burns 
which produces photophobia and blepharospasm. This 





9. Scobee, R. G., and Griffey, E. W.: Actinic Keratoconjunctivitis, 
Am, J. Ophth. 27: 632 (June) 1944. 





keratitis involves the central area of the cornea not 


protected by the lids and appears as a_ punctate. 


fluorescein-staining keratitis with edema and spotty 
desquamation of the epithelial cells. The epithelial 
changes seen in connection with a few roentgen ray 
and radiation burns of the cornea have been identical. 

10. Epithelial Keratitis in Molluscum Contagiosum 
and Verruca Keratitis: A punctate fluorescein-staining 
epithelial keratitis, identical morphologically with the 
epithelial keratitis seen in trachoma, was a constant 
feature of 8 cases of molluscum keratoconjunctivitis 
that I observed. As in trachoma, the keratitis favored 
the upper half of the cornea, even when the molluscum 
nodale was on the lower lid. Removal of the nodule 
resulted in rapid cure of the keratitis. 

The epithelial keratitis associated with the common 
wart has been entirely different. In cases observed 
by me it has been localized to one or more small areas 
and the changes have been not punctate but blotchy and 
irregular, resembling recurrent erosion of the cornea. 
Cure of the keratitis has always followed removal or 
destruction of the lid margin tumor. 

11. Occupational and Traumatic Epithelial Keratitis : 
As pointed out by Davidson,’ the lesion resulting from 
injury with multiple minute foreign bodies, such as may 
be sustained by stone masons, grinders and other occu- 
pational specialists, may suggest superficial punctate 
keratitis, but careful slit lamp observation quickly 
reveals the true nature of the opacities. Workers in 
the artificial silk industry, and in other industries in 
which exposure to irritating chemical vapors occurs, 
have been known to manifest punctate epithelial 
changes.'' In the few industrial cases of this nature 
that I have seen, the epithelial lesions stained readily 
with fluorescein and appeared to be desquamative in 
character. Their distribution conformed to the area 
of the lid aperture. Traumatic epithelial keratitis due 
to trichiasis can usually be recognized readily by the 
linear character of the fluorescein-staining streaks. 


COMMENT 

The present confusion with respect to the terminology 
of punctate lesions of the corneal epithelium and imme- 
diately subjacent tissues is unfortunate for several 
reasons. It has reduced the value of published reports 
on superficial keratitis, especially in the foreign litera- 
ture, and in this country has made the teaching of 
the various forms of superficial corneal disease unneces- 
sarily difficult. Finally, the lack of a clearcut differ- 
entiation of one form of superficial keratitis from 
another has interfered with the administration oi appro- 
priate treatment on many occasions because of con- 
fusion as to etiological basis and clinical course. The 
classification of punctate forms of superficial keratitis 
suggested in this report is an attempt to bring a degree 
of order to present knowledge of this grotp of clinical 
and etiological entities. 

As designated in this report, superficial punctate 
keratitis itself is a readily definable entity whose name 
aptly describes it. As a matter of fact, there are few 
corneal diseases whose morphological and clinical char- 
acteristics can .be as well defined and in wyich differ- 
ential diagnosis offers so little difficulty. “It is only 
unfortunate that the name was originally introduced for 





10. Davidson, M.: Occupational Keratitides and Corneal Qystrophies, 
Arch. Ophth. 21: 673 (April) 1939. 

11. Rankine, D.: Artificial Silk Keratitis, Brit. M. J. 22 64 (July 4) 
1936. 
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an entirely different disease, which is now much better 
described by its currently accepted name, epidemic 
keratoconjunctivitis. 

Of the two principal subepithelial forms of keratitis 
with punctate lesions, only nummular keratitis remains 
a diagnostic problem. It has not yet been established 
as an etiological entity, and its characteristics are ill 
defined. The epithelial forms of punctate keratitis, on 
the other hand, are all susceptible to definition and 
many are secondary to well defined diseases of the con- 
junctiva and lid margins. The therapeutic value of 
identifying precisely all cases of epithelial keratitis 
would seem to be obvious; the treatment of staphylo- 
coccic epithelial keratitis, for example, has nothing in 
common with the treatment of keratitis sicca. 


SUMMARY AND CONCLUSIONS 

1. The term superficial punctate keratitis, introduced 
by Fuchs in 1889 to describe the disease now known 
as. epidemic keratoconjunctivitis, has been applied 
indiscriminately in the literature to any epithelial or 
subepithelial form of keratitis with multiple, small, dis- 
crete lesions, without regard to etiological basis or 
clinical definition. 

2. Among the many types of epithelial and sub- 
epithelial keratitis of varied causation, there is one 
distinct clinical entity for which the name superficial 
punctate keratitis seems ideally suited. It is an epi- 
thelial keratitis of long duration which is always bilat- 
eral, is associated with minimal conjunctival symptoms, 
runs a benign course and is probably caused by a virus. 

3. Other forms of superficial keratitis can be classi- 
fied according to etiological factors or clinical character- 
istics. Epidemic keratoconjunctivitis and nummular 
keratitis are the principal examples of . subepithelial 
keratitis; examples of epithelial keratitis include the 
types seconda’y to staphylococcic blepharitis, seborrheic 
blepharitis, trachoma, molluscum contagiosum conjunc- 
tivitis, vernal catarrh, prexerosis, keratoconjunctivitis 
sicca, lagophthalmos, loss of corneal sensation and 
occupational traumatisms. 


ABSTRACT OF DISCUSSION 
Dr. James H. AtteN, New Orleans: Dr. Thygeson has 
again clarified a situation which is extremely confusing in the 
literature. He has emphasized the diagnostic features of super- 
ficial punctate keratitis, but probably this paper is more impor- 
tant because it calls attention to the etiological factors of 
epithelial keratitis. It has been my impression for a number 
of years that ophthalmologists have overlooked the extraocular 
or extracorneal factors of epithelial keratitis, since many 
corneal lesions have been treated locally for a prolonged period 
without benefit, and when finally attention has been paid to the 
extracorneal factors the lesion has healed. Some years ago 
associates and I were privileged to repeat and elaborate the 
experiments made by Morax and Elmassian in 1898. They 
instilled crude bacterial filtrates onto eyes and produced conjunc- 
tivitis and epithelial keratitis. We were able to prove that 
the lesion was due to toxin in the case of staphylococcic 
filtrates. Similar lesions occurred with filtrates from non- 
toxigenic organisms such as the Pneumococcus and were due 
to proteolytic enzymes produced by those organisms. Therefore 
we must consider the possibility of keratitis being produced 
by infection of the conjunctiva, lid margin and even the adjacent 
skin. In these instances, treatment of the corneal lesion is 
of no benefit but elimination of the adjacent infection will result 
int rapid healing. Dr. Thygeson referred to the keratitis pro- 
duced by tumors, warts and molluscum of the lid margin. 
Thike may he mechanical or infectious, but excision of the 
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tumor results in improvement of the corneal lesion. Many 
of these have been overlooked and the corneal lesion treated 
without benefit until the tumor has been removed. An exposure 
type of keratitis occurs in vernal conjunctivitis. The con- 
dition Dr. Thygeson described occurs most commonly with 
large papillomatous lesions of the lid, whereas in the limbic 
type of vernal conjunctivitis the lesion has been around the 
margin of the cornea rather than in the central band. There- 
fore I have thought of two varieties of epithelial keratitis in 
association with vernal conjunctivitis. I should like to empha- 
size the importance of study of the precorneal film in the 
recognition of causes of epithelial lesions of the cornea; by 
close examination of the precorneal film one can make a diag- 
nosis of keratitis sicca before especially pronounced changes 
have occurred in the corneal epithelium. Another punctate 
epithelial lesion is that produced by anesthetics and detergents. 
Several years ago Dr. Swan warned of the danger of the 
prolonged use of detergents on the conjunctiva. The detergent 
probably destroys the protective precorneal film, thus per- 
mitting. drying of the epithelium in addition to causing direct 
damage to the cells. Dr. Thygeson has rendered a service in 
clarifying the differential diagnosis of these lesions. 

Dr. A. E. Maumeneg, San Francisco: I would like to 
congratulate Dr. Thygeson on the clearcut definition of the 
disease he has called superficial punctate keratitis. There has 
been considerable confusion in the literature about this disease 
because of the multitude of names which have been given it, 
e. g., superficial punctate keratitis, keratitis epitheliolysis and 
recurrent punctate erosion of the corneal epithelia. This type 
of confusion not infrequently occurs when a descriptive and 
not an etiological name is given to a condition. I would like 
to ask Dr. Thygeson whether punctate epithelial keratitis or 
punctate epithelial erosion keratitis would not be a more 
descriptive name of the condition he has just described than 
the term superficial punctate keratitis. It is always difficult 
to give a complete list of differential diagnoses. I would like 
to add a few more conditions to those that Drs. Thygeson 
and Allen have mentioned. Allergi¢ reactions to atropine and 
other drugs can cause a superficial punctate erosion of the 
corneal epithelium. A similar reaction also occurs occasionally 
in the early stages of herpes simplex. Pure neuroparalytic 
keratitis without chronic exposure of the globe may produce 
epithelial erosion. In some cases recurrent erosion of the 
corneal epithelium following a fingernail scratch or like injury 
may cause punctate epithelial lesions. Lagophthalmos which 
occurs during sleep in some patients may produce a similar 
lesion in the lower part of the cornea. I agree that some 
of the chronic, persistently incapacitating lesions should be 
treated by removing the corneal epithelium after the application 
of iodine. I have had good results with this method of therapy 


in two patients. The immunobiologic. basis .of .repeated vaccine . 


therapy has always been puzzling to me. I wonder whether 
Dr. Thygeson has any suggestions on why repeated vaccination, 
even though there is a negative skin reaction, should be of 
value when there has been previous immunization. Also, does 
Dr. Thygeson have any comments on histamine desensitization 
is described by Horton and Walsh for these cases? 

Dr. Puittres THyGEson, San Jose, Calif.: I am glad to 
learn of the additional types of epithelial keratitis suggested by 
Drs. Allen and Maumenee. With regard to terminology, the 
disease discussed in this paper has been known as superficial 
punctate keratitis, at least in the United States for many years, 
and I was under the impression that it was the same disease 
is that described by Fuchs until the first occurrence in this 
‘ountry in 1941 of epidemic keratoconjunctivitis. A review of 
the literature then showed that Fuchs’s description applied to this 
disease rather than to any form of epithelial keratitis. Since the 
clinical entity under consideration in this paper has been known 
4s superficial punctate keratitis I think it would be wise to 
maintain that name, which describes it well, and in addition 
to restrict use of that name to this entity instead of using it 
also to refer to other types of epithelial keratitis. With regard 
to vaccine therapy, the dermatologists introduced repeated 
vaccinia virus vaccinations for the treatment of recurrent 
herpes simplex infection. There is some immunologic basis 
ior such treatment in the interference phenomenon, in which 
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a pantropic virus is able to crowd out other less active viruses. 
{In any event, I am convinced that vaccine therapy has been 
of some value in superficial punctate keratitis, but I do not 
know whether the effect was due to the interference phenomenon 
or to a foreign portein reaction. Foreign protein given in 
the form of typhoid vaccine, however, did not help my patients. 
I have been interested in the use of histamine desensitization 
in corneal disease but have had too little experience with this 
treatment to discuss it. I think it should receive further 
investigation. 


ALUMINUM GELS IN THE MANAGEMENT 
OF RENAL PHOSPHATIC CALCULI 


EPHRAIM SHORR, M.D. 
and 


ANNE C. CARTER, M.D. 
With the Technical Assistance of Vincent Toseani, Viola Davis and Estelle Stevens 


New York 


Of the commoner types of renal calculi, the phos- 
phatic variety remains one of the most difficult to 
manage, as regards both the prevention of recurrences 
after operative removal and the inhibition of the further 
growth of stones in situ. Although the reported inci- 
dence of recurrence varies widely, it can be fairly 
estimated to be approximately 40 per cent, on the basis 
of several of the more recent compilations." 

A number of factors apparently contribute to this 
high recurrence rate, quite apart from the difficulty in 
completely removing the entire mass of calculi at opera- 
tion. Of major importance is the coexistence of uri- 
nary tract infection with organisms which are difficult 
to eliminate permanently even with modern chemo- 


_therapy.? In addition to the pathological effects of 


bacterial infection on the renal pelvis, the urea-splitting 
properties possessed by the most frequent bacterial 
offenders result in a highly ammoniacal urine favorable 
to the precipitation of calcium and phosphate ions. 
Anatomic or pathological obstructions to urine flow are 
also frequently associated with phosphatic stones and 
predispose to their reformation by stasis. In a small 
number of patients phosphatic calculi arise from sys- 
temic metabolic disturbances which may escape ready 
diagnosis or may resist correction or arise from inad- 
vertent complications of treatment for other conditions. 
The former include hyperparathyroidism and enforced 
immobilization, such as that after spinal injury. The 
commonest examples of treatment regimens causing 
inadvertent complications are certain types of alkalin- 
izing therapy for peptic ulcer or for the prevention of 
renal stones of the uric acid or cystine type. 

The treatment usually employed in the management 
of phosphatic calculi is the acidification of the urine by 
means of acid-ash diets or acidifying agents in order to 
take advantage of the greater solubility of calcium and 
phosphate ions in the acid range.* Unfortunately 
this therapeutic approach is distinctly limited in effec- 
tiveness in many cases and particularly in those of 





This study was aided by a grant from Wyeth, Inc., Philadelphia. 
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the more malignant type.‘ The chief limiting factors 
are (a) the presence of bacterial infection with 
ammonia-forming organisms, w vhich renders useless any 
acidifying regimen, and (b) the frequent coincidence 
of impaired renal function, which makes such a 
regimen hazardous by exposing the patient to the dan- 
gers of acidosis and further renal functional impairment. 
In a previous report from this laboratory attention 
was called to the possible usefulness of a new therapeutic 
regimen whose effectiveness was not similarly limited.’ 
This consisted in the use of aluminum hydroxide gels 
to bring about appropriate alterations in the chemical 
composition of the urine so that it would be unfavorable 
for the precipitation of phosphate ions. The rationale 
for this regimen resides in the formation of insoluble 
aluminum phosphate salts in the intestinal tract and 
the corresponding reduction in the amount of phos- 
phorus available for absorption. This diversion of 
phosphate excretion via the intestinal route results in 
a proportional diminution in the amount excreted in 
the urine. With appropriate reduction in the concen- 
tration of phosphate ions, a point should be reached at 
which precipitation of this ion, along with calcium, 
ammonia or magnesium, could take place with diff- 
culty or not at all, regardless of the urinary py. In 
the presence of impaired renal function, hyperphos- 
phatemia and hypocalcemia, this regimen has been 
shown to have the additional advantage of correcting 
these electrolyte aberrations, often with improvement 
in the renal function. Furthermore, its continued use 
is unassociated with any decrease in alkali reserve. 
The limited therapeutic experience which was avail- 
able at the time of the original report has now been 
amplified, with respect to both the number of patients 
under study and the duration of therapy. It is the 
purpose of the present report to summarize and evaluate 
this experience. Although the number of patients under 
study is still too small to permit definitive conclusions, 
the results to date with this regimen have been suffi- 
ciently impressive to warrant its recommendation. It 
is hoped that these observations will stimulate the more 
extensive use of this therapeutic procedure and thereby 
facilitate the conclusive evaluation of its merits. 


MATERIALS AND METHODS 


The group under study comprised 22 patients, 16 men and 
6 women, whose phosphatic stone histories are given in 
detail below. They have been under observation and treatment 
in the Endocrine Clinic of the New York Hospital for two 
to seven years; 15 of them have also been studied on the 
Metabolism Ward of the Russell Sage Institute of Pathology. 
Included in this series is one hyperparathyroid patient with 
bilateral renal stones. 

The patients studied on the Metabolism Ward were placed on 
constant diets, as indicated in each experiment. Calculated 
values for the various foods were obtained largely from the 
sixth edition of Sherman.* Twenty-four-hour urine samples 
were collected with toluene or thymol as preservative, and 
creatinine determinations by the method of Folin were made 
on all specimens to establish the completeness of the urine 
collections. 

The urinary phosphorus was determined by the method of 
Fiske and SubbaRow, calcium by the method of Shohl and 
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Pedley and the pu with a hydrogen ion meter. All blood serum 
specimens were obtained while the patient was in the fasting 
state,'except as otherwise noted, and analyzed for calcium by 
the method of Clark and Collip, for phosphorus by the method 
of Fiske and SubbaRow, for proteins by the Kjeldahl method 
and for alkaline phosphatase by the method of Gutman (personal 
communication). 

The patf€nts were followed in the Endocrine Clinic with 
monthly or bimonthly urinary phosphorus, calcium and creat- 
inine determinations; roentgenograms of the kidneys, urine 
analyses and cultures, and estimations of fasting serum cal- 
cium, phosphorus, protein and alkaline phosphatase were per- 
formed at frequent intervals. To avoid the variations in 
aluminum gels resulting from different manufacturing processes, 
the following preparations from one source were utilized 
throughout: amphojel,® amphojel® tablets, amphojel® with 
magnesium trisilicate (contains 12 per cent magnesium trisili- 
cate) and basaljel® (basic aluminum carbonate gel). All were 
administered in equally divided doses one hour after meals and 
at bedtime. 

The range of daily dosage for each aluminum gel preparation 
was as follows: amphojel® and amphojel® with magnesium 
trisilicate, 90 to 200 cc., amphojel® tablets, 40, and basaljel,® 
80 to 180 cc. The constipating effects of the different aluminum 
gel preparations varied from patient to patient and from time 
to time in the same patient. Constipation, when present, was 
controlled by cathartics of the patient’s choice, such as mineral 
oil (liquid petrolatum), cascara or milk of magnesia (magnesia 
magma) in amounts sufficient to insure a daily bowel movement; 
as a result, no instance of fecal impaction was encountered in 
the patients taking these large amounts of aluminum gels. 

To assist the ambulatory patient in the selection of an 
appropriate diet, a sample menu was constructed. This provided 
between 1,200 and 1,300 mg. of phosphorus a day and approxi- 
mately 700 mg. of calcium; it was adequate with respect to 
other nutritional and vitamin requirements. The patients were 
instructed in its use by a staff dietitian. In addition, the 
patients were given a diet sheet detailing foods that were 
permissible and those which should be excluded because of an 
excessive phosphorus content. 


RESULTS 

1. Comparison of Effectiveness of Various Aluminum 
Gel Preparations in Reducing Urinary Phosphorus.— 
The reduction in urinary phosphorus excretion by the 
administration of aluminum gels is dependent on three 
factors: the phosphorus intake, the type of aluminum 
gel and the amount administered. The influence of 
each of these factors was studied with patients main- 
tained under controlled conditions in the Metabolism 
Ward. The dietary phosphorus intake of each patient 
was constant throughout, the absolute amounts being 
varied for different patients. Dosage and type of 
aluminum gel preparations were also varied in order 
to provide data on their relative effectiveness in reduc- 
ing urinary phosphorus. 

Attention was centered on the effectiveness of two 
aluminum gels, amphojel*® and basaljel*, prepared by 
different procedures." The katter preparation, which 
had an aluminum content of 2.65 Gm. per 100 cc. as 
compared with 2.12 Gm. in the standard amphojel,® was 
developed with the cooperation of the staff members of 
Wyeth, Inc. In addition to its somewhat higher 
aluminum content, basaljel® seemed to offer a theoretical 
advantage over the aluminum hydroxide gels for the 
purpose of this study; the aluminum carbonate type of 
gel is more likely, during its contact with the hydro- 
chloric acid of the gastric juice, to have its aluminum 
made more completely available for phosphate precipi- 
tation in the intestinal tract. This potential superiority 
was borne out by the metabolic studies. 





8. These aluminum gel preparations were supplied by Wyeth, Inc. Mr. 
Alfred Barol and Dr. David Ashkenaz of Wyeth, Inc., assisted in these 
studies in many ways. 
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Figure 1 illustrates four such comparative studies ; 
each patient received a constant diet. In those with 
normal renal function (R. C., H. R. and E. L.), the 
aluminum carbonate gel was approximately one third 
more effective by volume than the aluminum hydrox- 
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Fig. 1.—Relative effectiveness of amphojel® and basaljel® in various 
doses given four times a day in reducing urinary phosphorus excretion in 
patients with renal calculi. Patient F. M. had renal insufficiency and 
E. L., hyperparathyroidism. 


F. M. had appreciable impairment of renal function 
(blood urea nitrogen 30 mg. per 100 cc. ; maximal urea 
clearance 43.7 per cent ; phenolsulfonphthalein clearance 
34 per cent in two hours, and maximal concentration 
1.010) ; in this patient basaljel® proved to be 50 per cent 
more efficient than amphojel.® It was possible to 
reduce profoundly the urinary phosphorus excretion in 
patient E. L., who had hyperparathyroidism with renal 
calculi. However, the response is not as uniform in 
patients with this disease as in the normal subject, 
and the lowering of the urinary phosphorus with a given 
dosage of aluminum gel is likely to be less pronounced. 
Thus, in one subject with hyperparathyroidism asso- 
ciated with bone lesions but without renal calculi and 
with an initial low serum inorganic phosphorus value of 
1.9 mg. per 100 cc., the urinary phosphorus output was 
reduced to 300 mg. per 24 hours while the subject was 
receiving 200 cc. of amphojel® a day, an amount that 
would virtually abolish urinary phosphorus excretion 
in the normal person on the same phosphorus intake. 

The canvenience of aluminum hydrate tablets for the 
ambulatory patient prompted a comparison of this type 
of preparation with the liquid form (see fig. 2). This 
revealed a discrepancy between the acid-buffering prop- 
erties of this preparation and the capacity to reduce 
urinary phosphorus excretion. On the basis of the 
antacid action, 25 cc. of amphojel® is equivalent to three 
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tablets of the drug (0.6 Gm. tablets, each containing 
0.2 Gm. of aluminum), whereas approximately one and 
one-half times the calculated number of tablets were 
found to be required to achieve results equivalent to 
those with the aqueous suspension with respect to 
urinary phosphorus excretion. 

With the reduction of urinary phosphorus brought 
about by the administration of the aluminum gels, there 
may be a slight and generally transient increase in the 
urinary calcium, as illustrated in figure 3. The rise in 
urinary calcium rarely exceeds 100 mg. per 24 hours 
and is small in comparison with the concurrent fall in 
urinary phosphorus. An example is given below in 
the case report of patient J. C. of the effects of prolonged 
aluminum gel administration on the urinary calcium; 
no appreciable rise has occurred after as long as five 
years of this therapy. 

No changes of consequence were observed in the 
urinary py, the fasting serum calcium, protein or alkaline 
phosphatase levels during aluminum gel therapy, nor 
did amphojel® with magnesium trisilicate, in doses of 
90 to 200 cc. per day for a period of six months, produce 
any significant change in the carbon dioxide content of 
the serum in the 13 subjects studied. 

The effect of the level of phosphorus in the diet on 
urinary phosphorus output during aluminum gel therapy 
is readily demonstrable and can be shown to constitute 
a major factor in the irregular excretion of urinary 
phosphorus during aluminum gel therapy in the ambula- 
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Fig. 2.—Relative effectiveness of amphojel® given four times a day 


as aqueous suspension and as tablets in reducing urinary phosphorus 
excretion (phosphorus intake constant at 1.237 Gm.). 


tory patient. The stoechiometric relation between phos- 
phorus intake and aluminum gel dosage witlt respect 
to aluminum phosphate precipitation in the intestinal 
tract emphasizes the necessity for the standardization 
of each factor in the individual patient and for the detec- 
tion of any deviations from the prescribed regimen by 
frequent 24-hour urinary analyses for phosphorus. 








2. Mechanisms Involved in the Reduction of Urinary 
Phosphorus by Aluminum Gels—The mechanism by 
which the low urinary phosphorus excretion is brought 
about during aluminum gel therapy is a matter of 
interest. The studies of Freeman and Freeman ® on 
children with renal insufficiency showed this agent to 
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Fig. 3.--Effects of amphojel® and basaljel® in various doses given 
four times a day on urinary phosphorus and calcium excretion on a 


constant diet. The diet contained: phosphorus, 1.012 Gm.; calcium, 0.489 
Gm., and nitrogen, 10.48 Gm., per day. 


cause a striking reduction in serum inorganic phos- 
phorus concurrent with the reduction of the urinary 
morganic phosphorus excretion. In their series one 
child who had osteopetrosis but good renal function 
also showed a pronounced fall in fasting inorganic phos- 
phorus with aluminum hydroxide therapy while on a low 
phosphorus diet. 
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Fig. 4.--Alterations in serum inorganic phosphorus during basaljel” 
therapy in a patient on a constant phosphorus intake of 1.012 Gm. per 
day: curve 1, control; curve 2, basaljel® 27 cc. four times a day, and 
curve 3, basaljel® 30 cc. four times a day. he 24 hour urinary phos- 
phorus during experiment 1 was 0.597 Gm.; during experiment 2 it was 
0.092 Gm., and during experiment 3 it was 0.015 Gm. (From an unpub- 
lished study with Drs. Richmond W. Smith Jr. and William C. 
Thomas Jr.) 





In the group of adults included in the present study 
a slight but irregular reduction in the average values 
for serum inorganic phosphorus did occur during alu- 
minum gel therapy, but in most instances the fasting 
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values were not significantly altered despite the con- 
tinued low urinary phosphorus output (table 1). The 
possibility was explored that a greater reduction in 
the serum inorganic phosphorus values than was 
observed in the fasting state might prevail during the 
period of the day over which the aluminum gel was 
heing taken. This proved to be the case. Figure 4 
shows the results of one such study in a patient main- 
tained on a constant dietary intake before and during 
aluminum gel therapy.. The observations in this case 
are representative of four others studied; they serve to 
show that the serum inorganic phosphorus values are 
significantly lowered during the greater portion of the 
24 hours over which an aluminum gel preparation is 
taken. The fasting values are therefore not a reliable 
indication of the prevailing serum inorganic phosphorus 
levels. The differences between the serum inorganic 
phosphorus curves during the control and aluminum 
gel periods could not be attributed to changes in blood 
sugar values, which were of the same order during each 
test. These lowered serum inorganic phosphorus values, 
assuming that the patient had an unaltered glomerular 
filtration rate, would provide a smaller load of inorganic 


TasLe 1.—Effects of Aluminum Gel Therapy on Fasting 
Serum Inorganic Phosphorus Values 


With Aluminum Average 

Prior to Therapy Gel Therapy Change in 

Duration — —+~ — -——_*—_———._ Serum P 
of Average No. of Average No. of with 


Therapy Serum P, Determi- Serum P, Determi- Therapy, 
Patient in Years Mg./100 Ce. nations Mg./100 Ce. nations Mg./100 Ce 





H. F 3 3.97 4 3.29 4 O58 
(3.43 to 4.34) (2.72 to 3.98) 

F.M 2 2.81 2 2.24 9 057 
(1.61 to 3.00) 

IM 8 4.55 6 tO.353 
(3.76 to 5.97) 

JI.M 7 12 3.67 \ 0.51 
(3.07 to 4.32) 

DR 3.66 —0.24 
(3.32 to 4.28) 

F.S « 2 3.05 8 —O.27 
(2.62 to 3.44) 

L.T 7 4.04 7 3.63 l4 - 0.41 
(3.56 to 4.65) (2.72 to 4.48) 


a 3" 6 3.43 3.41 9 —.02 
(3.21 to 3.78) 2.08 


* Case 1 in this article 


phosphate to the renal tubules and allow for its cor- 
respondingly more complete tubular resorption. Hence, 
the same mechanism would appear to operate in subjects 
with normal renal function as was shown to be involved 
by Freeman and Freeman in children with the hyper- 
phosphatemia of renal disease. In one patient of this 
series, with renal insufficiency, there was a prompt fall 
in fasting serum inorganic phosphorus of 0.9 mg. per 
100 cc. on which was superimposed a further reduc- 
tion during the portion of the day over which he 
received aluminum gel. 

Another possible mechanism by which the aluminum 
gels might reduce the urinary inorganic phosphorus is 
suggested by the current concepts that the parathyroid 
hormone influences urinary phosphorus excretion by 
reducing the renal tubular resorption of phosphate and 
that the extent of parathyroid hormone secretion is 
regulated by the level of serum inorganic phosphorus.’ 
From these concepts it would follow that the lowered 
serum phosphorus level resulting from aluminum gel 
therapy would depress parathyroid hormone secretion 


and thereby enhance the renal resorption of phosphate... 





9. Harrison, H. E., and Harrison, H. C.: The Renal Excretion of 
Inorganic Phosphate in Relation to the Action of Vitamin D and Para- 
thyroid-Hormone, J. Clin. Investigation 20: 47-55 (Jan.) 1941. Albright. 
F.; Bauer, W.; Cockrill, J. R., and Ellsworth, R.: Studies on the Physi- 
ology of the Parathyroid Glands: II. The Relation of the Serum Calcium 
to the Serum Phosphorus at Different Levels of Parathyroid Activity, 
ibid. @: 659-677 (Feb.) 1931. 
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However, if any such depression of parathyroid function 
does occur from chronic use of aluminum hydroxide 
gels, it is readily reversible, since there is a prompt 
restoration of the control serum and urinary inorganic 
phosphorus levels on cessation of therapy. 


3. Evaluation of Clinical Results of Aluminum Gel 
Therapy.—Twenty-two patients have been followed at 
frequent intervals for two to seven years while they 
were on a moderately low phosphorus intake and receiv- 
ing aluminum gels in amounts adequate to maintain the 
24-hour urinary phosphorus excretion at low levels. 
The periods over which this therapeutic regimen has 
been employed are given in table 2. Table 3 details 
the number of operations for removal of renal calculi 
in the group under study, prior to the institution of 
therapy. All the patients had had some type of phos- 
phatic stone. Four had pure calcium phosphate calculi ; 
the remainder had mixtures of calcium, ammonium or 
magnesium phosphatic stones. In several there were 
also admixtures of calcium carbonate and calcium 


TasLe 2.—Duration of Aluminum Gel Therapy 


Years of 

Aluminum 
Hydroxide No. of 
Gel Therapy Patients 


-—ro~ 


wo | to 


wy 


TaBLeE 3.—Number of Operations Prior to Aluminum 
Gel Therapy 


No. of Previous No. of 
Renal Operations Patients 

Cire 4 

Rus 7 

3 

3.. 4 

4.. 2 

S. 1 

t 1 


Total 


oxalate. The four patients without previous operation 
had passed phosphatic stones. 

Urinary cultures were made in all instances, with 
the results presented in table 4. Ten of the patients 
had urinary tract infections with either Bacillus pyo- 
cyaneus, Aerobacter aerogenes or Proteus vulgaris. In 
the 9 patients with positive urinary cultures for Staphy- 
lococcus albus, Staphylococcus aureus or Streptococcus, 
the significance of the culture was questionable because 
of the absence of microscopic evidence of urinary tract 
infection. In the presence of renal stones chemotherapy 
is notoriously ineffective. Except for brief courses of 
unsuccessful chemotherapy in 4 cases, no attempts were 
made to treat the urinary tract infection. The coinci- 
dence of chronic urinary tract infection with ammonia- 
forming organisms in approximately half the patients 
presented an additional difficulty for which other thera- 
peutic regimens, such as the use of acidifying agents, are 
admittedly inadequate. 

The results of this aluminum gel and dietary regimen 
are given in table 5. For the critical evaluation of 





10. Dr. Victor:F. Marshall and his staff of the Department of Urology 
of the New York Hospital evaluated the roentgenologic changes in these 
patients during therapy. 
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the results of this method of therapy, it seemed best 
to tabulate the data in terms of the number of kidneys 
which had previously been, or were still, the site of 
calculi. In the 22 patients under study there were 36 
kidneys which fulfilled these requirements. Prior to 
the institution of therapy, five patients had had a 


Tasie 4.—Incidence of Urinary Tract Infection 








Microscopic 
No.of Evidence of 
Urine Culture Patients Infection 
By. GHRAIB. 008 vasinsesdncsoveesse sing ate aeigi gle 2 1 
Py i ceiirewmsbedeesnshasuccahisdedeoeven 1 ‘ 1 
A, aerogenes and B. pyocyaneus. 2 2 
P. vulgaris and B. pyocyaneus 1 1 
P. vulgaris, B. pyocyaneus and A. aerogenes 3 3 
SOD Ga ic ccc ccrscccdccccsceszcccccesce 2 2 
Eseh, coli and P. vulgaris... 1 1 
Staph. albus or Staph. aureus, Streptococcus 
CE GS 0 0g tages wisednccodhs sce cinceevassas 10 1 
Total feavaces ieebubne é w a 22 


nephrectomy for nephrolithiasis, and in three there 
was a distory of calculus formation confined to one 
kidney. The three uninvolved kidneys in this latter 
group were excluded from consideration in the tables, 
inasmuch as it was not possible to decide whether their 
continued freedom from calculi during therapy might 
have existed in its absence. Some overlap is evident 
in table 5, because in some cases changes were observed 
in different directions in each kidney with respect to 
the stones in situ. Thus, of the kidneys listed under 
group A, two were in patients with stones in situ in 
the opposite kidney ; hence, these patients are also listed 
in group B. 

Of the six kidneys (five patients) from which stones 
had been removed and from which they were still absent 
when therapy was instituted, in no instance did stones 
recur. Of 30 kidneys (19 patients) with stones in situ, 
the stones disappeared completely from four (two 
patients), decreased in three (three patients) and 
exhibited no change in 20 (13 patients). These favora- 
ble results comprise 90 per cent of the group of kidneys 
with stones in situ at the institution of therapy. In 
three kidneys (three patients) the calculi increased 


TaBe 5.—Results of Aluminum Hydroxide Gel Therapy 
in Twenty-Two Patients* 


. f Pereent 
No.of No. of age of 


Group Renal Status Patients Kidneys Total 
A No renal caleuli present.......... 5 6 Gees 
NO FOCUPTENCE.....0cccccccccssscees we ‘ 6 100.0 

B Renal calculi present................. 19 20 ee 
Disappearance of caleuli........... 2 4 13.3 

Decrease in size of calculi....... : 3 3 10.0 

No change in size of caleuli....... 13 20 66.7 


Increase in size of caleuli.......... 3 3 10.0 


* Thirty-six kidneys had contained phosphatic caleuli at some time 
prior to therapy. Five patients had a previous nephrectomy for nephro- 


lithiasis. Three kidneys that had never been the site of calculus formation 
before or during therapy have been excluded from the tables (see text). 


approximately 1 cm. in greatest diameter during therapy, 
without further increase in size during the succeeding 
year. There were no associated changes of adverse 
clinical significance, in terms of either symptoras or 
renal function. It is of interest that one ofthe patients 
was pregnant when therapy was instituted and was 
receiving -additional calcium as calcium lactate. She 
received continuous aluminum gel-therapy; the stones 
present in both kidneys were passed spontaneously, and 
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she was delivered of a full term healthy infant. In at 
least four patients not included in this series because of 
their voluntary or inadvertent discontinuation of 
therapy, within a year there was a decided increase in 
the size of the calculi of such magnitude as to require 
operative removal. 

It was of interest to correlate the changes in the size 
of the calculi with the average 24-hour urinary excretion 
of phosphorus during aluminum gel therapy. The 
urinary phosphorus excretion of a patient on the average 
American diet is approximately 1 Gm. per 24 hours. 
Eighty per cent of the patients excreted less than 500 
mg. per 24 hours (table 6). In this group were included 
three kidneys (three patients) in which there was a 
small increase in the size of the stones. There was no 
change in size of the calculi in three kidneys (two 
patients) whose urinary phosphorus excretion per 24 
hours ranged from 600 to 800 mg. It is perhaps of 
relevance that both of these patients were free of urinary 
tract infection. 

Since on the institution of treatment the diet and 
aluminum gel dosage of each patient were adjusted to 
achieve a urinary phosphorus excretion of approximately 
300 mg. per 24 hours, the variations from this level 
over the subsequent years of therapy indicate the extent 


TaBLe 6.—Relationship of Recurrence or Change in Calculi 
Sise to Average Urinary Phosphorus Excretion 


No. of Kidneys 
tire Nee 








Average Urinary Exeretion es om a, 
———_-+___——. No.of No No 
Phosphorus Caleium Infected Reeur- Decrease Change Increase 
Mg./24 Hr. Meg./24 Hr. Urines rence in Size in Size in Size 
100 to 200 166 3 1 3 4 ° 
200 to 300 105 5 1 1 i) 2 
300 to 400 249 1 ee 4 1 
400 to 500 271 3 4 3 4 
300 to 600 ées ion oe ee oe 
600 to 700 248 0 ee ee 1 
700 to 800 275 0 oe oe 2 


to which deviations from the prescribed diet or medica- 
tion are likely to occur in an ambulatory group of 
patients. That these variations were not attributable 
to any diminished effectiveness of aluminum gels was 
evident from repeated studies on individual patients 
under controlled conditions in the Metabolism Ward. 
Occurrence of these variations emphasizes the necessity 
for frequent 24-hour urinary phosphorus analyses for 
the proper regulation of this therapeutic regimen. 

Data are given on 2 cases to provide more detailed 
information on the history and laboratory observations 
prior to and during aluminum gel therapy. Patient J. C. 
(case 2) had the uniformly low urinary phosphorus 
excretion which can be obtained with prolonged alumi- 
num gel therapy by a patient who is scrupulous in his 
adherence to the prescribed regimen. His stormy 
calculous history prior to aluminum gel therapy would 
seem to justify one’s attributing his subsequent freedom 
from stones to the effects of this regimen. In patient 
M. T. (case 1) treatment was complicated by impaired 
renal function and severe infection of the urinary tract 
with ammonia-forming organisms, with the urinary py 
at levels of 8.0 to 8.5. After two years of therapy a 
staghorn calculus was removed from one kidney. Despite 
persistent infection on that side and an alkaline urine 
highly favorable to phosphatic stone formation, that 
kidney has remained stone free for four years since 
operation, during which time the patient has been receiv- 
ing continuous aluminum gel therapy. Repeated 
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ureteral catheterizations demonstrated that this kidney 
was secreting urine throughout the period of observa- 
tion. 

REPORT OF CASES 

Case 1.—History—M. T., a man aged 59, in December 1937 
had left flank pain with chills and fever. In April 1938 he had 
left flank pain and pyuria. In July 1938, he had left and right 
flank pain; roentgenograms showed bilateral renal calculi, and 
he passed several calcium phosphate calculi. In March 1939 he 
had right renal colic with the passage of a calculus. In April 
1939 he had right flank pain and passed a right ureteral 
calculus. In February 1940, during right flank pain, roentgeno- 
grams revealed a tremendous increase in calculi and no renal 
function on the right; he had a right ureterolithotomy and a left 
pyelolithotomy. In May 1940 he had a right pyelolithotomy ; at 
this time roentgenograms showed small bilateral calculi with 
good excretory function. Follow-up roentgenograms displayed 
calculi increasing in size,, with no excretory function on the 
left and slight function on the right. 

Laboratory Results—The serum calcium level was 10.40 mg. 
and serum phosphorus 3.31 mg., per 100 cc. The alkaline 
phosphatase level was 3.8 Bodansky units. The total protein 
was 7.35 Gm. and the blood urea nitrogen 18 mg., per 100 cc. 
Urine cultures showed A. aerogenes and B. pyocyaneus (sulfa- 
diazine, penicillin, streptomycin and aureomycin resistant). The 
renal function test showed 63 per cent phenolsulfonphthalein 
clearance. Stone analysis revealed calcium carbonate and 
phosphate. 

Course—In February 1944 roentgenograms showed bilateral 
large staghorn calculi; the patient was given amphojel,® 30 cc. 
four times a day. He had increasing dysuria and frequency. 
Roentgenograms showed no change; cystoscopy revealed cysti- 
tis. The blood urea nitrogen was 30 mg. per 100 cc., urea 
clearance 23 per cent and phenolsulfonphthalein 38 per cent. 
In March 1946 a left nephrolithotomy was performed. On April 
14, 1950 roentgenograms showed no change in staghorn calculus 
on the right, no evidence of calculi on the left and bilateral 
minimal renal function. Urinary phosphorus excretion has 
averaged 250 mg. per day. ‘ 

Case 2.—History—J. C., a man aged 37, in 1938 had 
dysuria. In 1940 a left nephrolithotomy was performed. In 
1941 he fractured his tibia and fibula; he was immobilized 
10 weeks and calculi recurred. Then he had a left nephro- 
lithotomy. In 1943 he had left nephrectomy, six months later a 
right nephrolithotomy and three months later a right nephro- 
lithotomy. In 1945 he had staghorn calculus on the right, and 
a right nephrolithotomy was performed. 

Laboratory Results—The serum calcium level was 10.82 mg. 
and the serum phosphorus 3.30 mg., per 100 cc. The alkaline 
phosphatase determination was 2.6 Bodansky units and the 
total protein 7.6 Gm. per 100 cc. Urine culture grew P. vulgaris 
and A. aerogenes. Tests of renal function showed phenol- 
sulfonphthalein excretion 93 per cent and urea clearance 55 per 
cent. Stone analysis revealed calcium phosphate plus carbonate. 

Course—In March 1945 the patient was started immediately 
postoperatively on a regimen of amphojel® therapy. At present 
he shows no roentgenographic evidence of calculi (Nov. 15, 
1949). Results of treatment of this patient with various 
aluminum gels are shown in table 7. 


COMMENT 

Certain aspects of this therapeutic regimen seem to 
be well established by this study. It is evident that 
patients can take aluminum gels in amounts of 120 to 
180 cc. daily for as long as seven years without experi- 
encing untoward effects which could be attributed to 
this medicament. Constipation, when it occurred, was 
readily corrected by the judicious use of cathartics. 
There were no changes in plasma carbon dioxide con- 
tent. Relief from dysuria with clearing of the urine was 
frequently reported, presumably as a result of the pre- 
vention of amorphous phosphate precipitation within 
the urinary tract. Most of the patients tolerated the 











VoLtume 144 
NuMBER 18 


ALUMINUM GELS IN 


medicament well. A few complained of some nausea 
and distaste at the beginning of treatment, but this 
disappeared on its continuation. There were individual 
preferences on the score of taste and consistency for 
each of the aluminum gels used, but after the introduc- 
tion of basaljel® this basic aluminum carbonate gel has 
been almost without exception the preferred prepara- 
tion. 

With all preparations the objective of treatment could 
be achieved, namely, a significant reduction of urinary 
phosphorus. The most efficient on the basis of amount 
and aluminum content is basaljel.® In comparative 
studies it proved approximately 35 per cent more effec- 
tive in lowering urinary phosphorus than the standard 
aluminum hydroxide gel preparation. However, the 
aluminum hydroxide tablets are often convenient to 
use because of their smailer bulk. In its effects on 
urinary phosphorus, each 0.6 Gm. aluminum hydroxide 
(amphojel®) tablet is equivalent to approximately 3.5 
cc. of basaljel.® The time of administration of alumi- 
num gels, one hour after méals and at bedtime, was 
chosen to secure the greatest efficiency with a given 
total dose. 

The dietary part of this regimen has its basis in the 
fact that the extent to which aluminum phosphate 


TaBLeE 7.—Correlation of Period of Aluminum Gel Therapy 


No. De- 
termin- 


Date ations 


5/11/45 to 1/18/46 
1/18/46 to 4/12/46 


Therapy 
Amphojel,® 40 ee. q.i.d. 5 
Amphojel,® with magnesium 3 

trisil., 40 ee. q.i.d. 
Amphojel ® tablets, 10 q.i.d. 
Amphojel,® 40 ec. q.i.d. 


4/12/46 to 10/25/46 2 
7 
Basaljel,® 20 ec. q.i.d. 1 
? 
3 


10/25/46 to 11/ 3/47 
ll/ 3/47 to 1/ 8/48 
1/ 8/48 to 4/ 3/48 
4/ 3/48 to 9/12/48 


Basaljel,®.30 ec. q.i.d. 
Amphojel ® with magnesium 
trisil., 40 ec. q.i.d. 


9/12/48 to 4/ 4/50 Basaljel,® 30 ce. q.i.d. 9 
formation takes place in the intestinal tract to reduce 
urinary phosphorus excretion is dependent on the quan- 
titative relationship between the phosphorus intake and 
the dosage of aluminum gel. Hence, with a fixed phos- 
phorus intake at any given level, the aluminum gel 
dosage can be adjusted to achieve any desired urinary 
phosphorus excretion, even to the extent of its complete 
elimination.. The chief problem, therefore, is one of 
gaining the patient’s cooperation in having him follow 
a diet with a constant phosphorus content. This is 
most readily achieved with a menu which is flexible 
enough to conform with food habits and accessibility. 
These criteria are satisfied by the moderately low, 
constant phosphorus diet used in this study which also 
meets optimal dietary standards in other respects. 
Since the effectiveness of this regimen is. dependent 
on the constancy of both the diet and the medication, 
the only way to ascertain how faithfully it is adhered to 
is by frequent determinations of the 24-hour urinary 
phosphorus excretion. The importance of this check 
for achieving the objective of the therapeutic regimen 
cannot be overemphasized. Additional evidence has 
been provided in this study also for the manner in 
which aluminum gels lead to a lowered urinary phos- 
phorus excretion. Freeman and Freeman ° had earlier 
shown the striking fall in serum inorganic phosphorus 
resulting from the administration of aluminum gels in 
renal disease with hyperphosphatemia. With the sub- 


jects in our series who had normal renal function, 
values for fasting inorganic serum phosphorus were not 
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significantly changed by aluminum gel therapy. When 
analyses were made throughout the day, during the 
period over which an aluminum gel was administered, 
a distinct lowering of the serum inorganic phosphorus 
level was regularly observed, as compared with control 
observations. This would provide a smaller load of 
phosphate ion to the renal tubules and permit its more 
complete tubular resorption. If these lower average 
serum inorganic phosphorus values depress parathyroid 
activity during aluminum gel administration, the depres- 
sion is extremely brief and readily reversible, even after 
continuous therapy of many years’ duration, as indicated 
by the rapidity with which the original serum and 
urinary phosphorus values return on discontinuation of 
therapy. 

With respect to other possible deleterious metabolic 
effects of continuous aluminum gel administration, bal- 
ance studies would suggest that none of any consequence 
occur." The patients remain on positive phosphorus 
balance with this dietary intake. Transient increases 
in urinary calcium excretion are occasionally observed 
as well as a negative over-all calcium balance of minor 
magnitude. With more chronic administration of alumi- 
num gels there is generall; no significant increase in 
urinary calcium output over control levels. No demin- 


with Range of Laboratory Results in Case 2 


Urinary Urinary Urinary 
Phosphorus Caleium Creatinine 
Meg./24 Hr. Mg./24 Hr. Gm./24 Hr. 

0 to 286 58 to 161 1.48 to 1.96 

224 to 390 92 to 116 1.58 to 1.96 

238 to 442 ¥6 to 152 1.37 to 1.89 

201 to 394 66 to 133 1.33 to 1.60 
197 69 1.38 

183 to 347 53 to 74 1.42 to 1.45 

194 to 332 45 to 68 1.28 to 1.40 

96 to 290 +4 to 138 1.23 to 1.56 


eralization of the skeleton has been observed, nor were 
there any appreciable changes in the serum calcium or 
alkaline phosphatase levels. 

. The evaluation of the therapeutic results should be 
tempered by an‘appreciation of the relatively small num- 
ber of patients included in this study. These patients 
were selected with a view to enhancing the evaluation 
of a small series. A high percentage had required 
frequent operative intervention, and in more than half 
of the cases there was gross infection of the urinary 
tract of the type favorable to stone recurrence. When 
one makes allowance for the variable incidence of phos- 
phatic calculus recurrence reported with other thera- 
peutic procedures, the results with aluminum gel therapy 
in this series appear to be distinctly superior. In 
the 22 patients studied there were 36 kidneys which had 
been sites of previous phosphatic calculi or had stones 
present at the time treatment was instituted. There 
were no recurrences in the six kidneys from which the 
calculi had previously been removed; and in only three 
of the 30 kidneys with stones in situ was there any 
increase in the size of the stones: this was of small 
magnitude and not progressive. Stones were passed 
completely from four kidneys and reduced in size in 
three. In contrast with these favorable results is the 
experience with four patients who voluntarily discon- 
tinued therapy. In all four, stone growth of such 
magnitude occurred as to require operative removal. 





11. Shorr, E., and Carter, A. C.: Unpublished data 
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Uncertainty still exists as to the minimal levels of 
urinary phosphorus excretion necessary for these thera- 
peutic effects. Twenty of the 22 patients had an average 
24-hour urinary phosphorus output below 500 mg. In 
this group, 3 patients had a small increase in the size 
of the stone. In one the increase began during a six 
month period in which aluminum gel therapy was 
inadvertently discontinued. In each instance there has 
been no further increase during the past 12 months. In 
the two patients whose 24-hour output of phosphorus 
ranged between 600 and 800 mg. there was no change 
in the size of the stcne. Both these patients had unin- 
fected urines. 

It is evident that a number of factors are involved in 
estabiishing the critical level for urinary phosphorus 
which would protect against phosphate precipitation. 
Among these are the calcium and citric acid content of 
the urine, the 24-hour urine volume, the presence of 
infection with alkalinizing organisms, the condition of 
the renal pelvis and the existence of anatomic inter- 
ference with free emptying of the pelvis. More extended 
experience will be required for the proper evaluation 
of all these factors as they bear on the levels of urinary 
phosphorus necessary to prevent recurrences. . 

Although for the purposes of the present study it was 
considered undesirable to introduce other variables, 
such as chemotherapeusis, a highly daily urinary output, 
ureteral dilation and other surgical procedures, these 
should also be employed, whenever appropriate, as 
adjuvants to aluminum gel therapy. It is also not cer- 
tain how long therapy should be continued. With 
stones in situ and in the presence of urinary tract infec- 
tion or stasis, the situation would seem to call for 
continuous therapy until the underlying condition is 
corrected. However, with a calculus-free and otherwise 
normal kidney, it is not unlikely that therapy need not 
be continued for as long as in the present study. 
Observations are now in progress on the effects of 
discontinuation of aluminum gel therapy in the suitable 
patients in the present series. 

This therapeutic regimen is not intended to replace 
surgical intervention, when indicated ; indeed, with the 
greater assurance which this regimen seems to provide 
against stone recurrence, surgical removal with post- 
operative management by aluminum gels would appear 
to be the preferable approach. The preoperative and 
immediate postoperative use of aluminum gels has been 
found by Dr. Victor F. Marshall of the Department of 
Urology of the New York Hospital to carry with it 
the advantage of preventing the rapid reformation of 
phosphatic precipitates in the urinary tract and drainage 
tubes ; this procedure is now routinely employed on his 
service. 

This regimen should also be considered as an adjuvant 
for the management of conditions requiring enforced 
immobilization, with its hazard of -phosphatic stone 
formation in the urinary tract. One such study with a 
group of paraplegics has been made by Satterthwaite,’* 
who reported almost complete protection against cal- 
culus formation by this regimen, when used in con- 
junction with postural drainage. Finally, its use may 
he recommended in systemic conditions, such as hyper- 
parathyroidism in the absence of operative correction, 
and as an adjuvant in the management of other types 
of stones. Thus, when alkalinization is resorted to in 
persons who are uric acid or cystine stone formers, it is 
not uncommon for this procedure to lead to phosphatic 





12. Satterthwaite, R. W.: Read before J American College of 
Surgeons, Section on Urology, New York, 
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stone formation. Coprecipitation of phosphates. with 
calcium oxalate is also reported to occur with regularity 
when calcium oxalate stones become larger than 
100 mg.'® The reader is referred to another publica- 
tion from this laboratory for a more detailed discussion 
of the physicochemical factors involved in the solubility 
of calcium and phosphate ions, and their bearing on the 
present therapeutic regimen.° 
CONCLUSIONS 

The rationale for the use of aluminum gels in the man- 
agement of renal phosphatic calculi has been discussed. 
Reducing urinary phosphorus excretion should serve 
to prevent the precipitation of the relatively insoluble 
phosphate ion as the calcium, magnesium or ammonium 
salt. The usefulness of aluminum hydroxide gels for 
this purpose has been investigated in a series of 22 
patients receiving a constant, moderately low phosphorus 
diet. Therapy was continued for periods of two to seven 
years. A variety of aluminum gel preparations were 
employed, of which .basic aluminum carbonate gel 
(basaljel*) proved the most efficient in reducing 
urinary phosphorus excretion. The amounts of alumi- 
num gel employed by us in these patients were well 
tolerated and without harmful effects. The details of 
the aluminum gel and dietary regimens are given, and 
emphasis is placed on frequent 24-hour urinary analy- 
ses for phosphorus in the control of this therapeutic 
procedure. Mechanisms leading to the reduction of 
urinary phosphorus excretion by aluminum gels are 
discussed. Unlike acidifying agents, aluminum gels are 
not limited in their effectiveness in the presence of 
urinary tract infection with ammonia-forming organ- 
isms, nor do they introduce the hazard of acidosis when 
renal functional impairment exists. The therapeutic 
results in this series of 22 patients are regarded as 
highly favorable, to judge from the absence of recur- 
rences in six kidneys which were the sites of previous 
stone formation and from the fate of the stones in 30 
kidneys which contained calculi at the time treatment 
was instituted. 

13. Thompson, H. E.; Steadman, R. T.; Benjamin, J. A., and Scott, 
W. W.: Quantitative Microchemical and Spectrographic r~% on Renal 


Calculi ‘and Their Relation to Infection, J. Urol. 51: 259-271 (March) 
1944 





Incidence of Leukemia Among Physicians.—Hardly a 
patient enters a hospital in this country these days, without being 
exposed to x-rays once or many times. The great value of such 
procedures cannot be questioned, as undoubtedly the information 
derived from such diagnostic procedures is life saving in many 
instances. Second, it has been clearly established that leukemia is 
more likely to develop in radiologists who are repeatedly exposed 
to this agent. This had been emphasized by Dunlap, who col- 
lected from the literature 24 cases of leukemia in those who were 
exposed to x-ray for long periods. Furthermore, Henshaw and 
Hawkins reported that leukemia is recognized approximately 1.7 
times more commonly among physicians than among the white 
male population. They emphasize that their findings are in 
accord with the experimental observation on animals that expo- 
sures to roentgen rays cause an increase in the incidence of leu- 
kemia. Of even greater significance is the report of Ulrich, who 
studied over 34,000 obituary notices of physicians appearing in 
THE JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION between 
the years 1935 and 1944. He observed that the incidence of 
leukemia among 205 physicians listed as radiologists was 3.9 
per cent, which is more than eight times as great as the inci- 
dence (0.44 per cent) among those not listed as radiologists. 
This observer believes that this rather striking difference is 
substantial evidence that exposure to x-ray is a potential cause 
of leukemia.—Cyrus C. Sturgis, An Evaluation of the Nature, 
Treatment, and Prognosis of Leukemia, The Proceedings of 
the Institute of Medicine of Chicago, Oct. 15, 1950. 
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Clinical Notes, Suggestions and 
New Instruments 


BILATERAL TESTICULAR TUMORS FOLLOWING 
BILATERAL ORCHIOPEXY 


GUSTAVE KAPLAN, M.D. 
and 
BERNARD ROSWIT, M.D. 
Bronx, N. Y. 


The incidence of malignant neoplasms in ‘undescended or 
ectopic testicles is high. Hinman and Benteen! reported an 
incidence of 7.5 per cent in cryptorchids and stated that tumors 
occurred 20 times as frequently in undescended testes as in 
those normally, placed. Pace and Cabot? sectioned 24 testicles 
removed from the abdomen and detected microscopic evidence 
of cancer in three. Gilbert and Hamilton? reviewed 7,000 
recorded cases of testicular tumors and found 840, or 11 per 
cent, associated with ectopia, a correlation 48 times higher than 
expected by chance. 

Orchiopexy is not necessarily an effective prophylactic mea- 
sure against the development of malignant degeneration. Gil- 
bert and Hamilton ® indicated that 77 tumors occurred in testes 
previously transferred to the scrotum from an ectopic position. 
Gilbert * analyzed the cases of 58 of a total of 65 patients (two 
of his own) reported on in the literature in whom malignant 
testicular tumors developed after orchiopexy. 

Following is a report of a patient in whom bilateral testicular 
tumors developed subsequent to bilateral orchiopexy. 

REPORT OF CASE 

The patient was a white man aged 41, whose illness dated 
back to October 1945, at which time he noted a feeling of dis- 
comfort in his right testicle, which had begun to enlarge. At 
the age of 14 the patient had undergone a bilateral operation 
for cryptorchidism. 
entirely within the scrotum while the left could be brought 
down only to the scrotoabdominal junction at the external ring. 
Physical examination revealed an enlarged right testicle, the 
size of a golf ball. On October 17 a right orchiectomy was 
performed. The pathological diagnosis was “seminoma” (fig. 
1). Subsequently, postoperative irradiation was given. The 
lower retroperitoneal node-bearing area received a depth dose 
of 2,300 r and the upper retroperitoneal node-bearing area 
received 2,900 r. The depth dose to the right inguinal region 
was 2,000 r. All therapy was given over a period of 71 days. 
The following factors were used: 220 kv., 15 ma., Thoraeus 
filter, half-value layer 2 mm. Cu. and 50 cm. skin-target dis- 
tance. The size of the abdominal field was 10 by 15 cm. and 
that of the inguinal region 6 sq. cm. Roentgenograms of the 
chest and excretory urograms showed normal conditions. 

The patient was readmitted in November 1949, because of 
swelling in the left inguinal area which he first noted approxi- 
mately six weeks prior to admission. There was no associated 
pain or tenderness. Physical examination revealed the absence 
of the right testicle. A large, hard, fixed mass, the size of a 
small plum, involved the left testicle in the area of the external 
ring. 

On November 25 a left orchiectomy was performed. At 
operation an irregular testicular mass was observed lying within 
the inguinal canal. The tumor ‘mass was bound down in firm 
scar tissue. The cord structures were thickened and indurated 
with invasion of tumor tissue, and the presence of tumor involv- 

From the Radiotherapy Section of the Radiological Service, Veterans 
Administration Hospital. ’ oe 

Reviewed by the Veterans Administration and published with the 
approval of the Chief Medical Director. The statements and conclusions 
published by the authors are the results of their own studies and do not 
necessarily reflect the opinion or policy of the Veterans Administration. 

1. Hinman, F., and Benteen, F. H.: Relationship of Cryptorchidism 
to Tumor of the Testes, J. Urol. 35:378-381 (March) 1936. 

2. Pace, J. M., and Cabot, H.: A Histological Study in 24 Cases of 
+ ree Testes in the Adult, Surg., Gynec. & Obst. 63:16-22 (July) 
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3. Gilbert, J. B., and Hamilton, J. B.: Studies in Malignant Testis 


Tumors: Incidence and Nature of Tumors in Ectopic Testes, Surg., Gynec. 
& Obst. 71:731-743 (Dec.) 1940. s ‘ 
4. Gilbert, J. B.: Studies in Malignant Testis Tumors: Tumors 
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ing small lymph nodes was noted. The testicular tumor mass 
was freed and removed with the cord. 

The microscopic diagnosis was “complex teratocarcinoma with 
choriocarcinoma” (fig. 2). 

On December 15 approximately 10,000 mouse units of chori- 
onic gonadotropin per liter of urine was reported. On Decem- 





Fig. 1.—Seminoma, right testicle. 





Complex teratocarcinoma with choriocarcinome, left testicle. 


Fig. 2. 


ber 18 a roentgenogram of the chest showed metastatic nodules 
in both lower lung fields. The excretory urogram was normal. 
In view of the absence of symptoms, the presence of metastatic 
nodules in the lungs and the radioresistance of the underlying 
disease, roentgen therapy was not deemed advisable. 
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COMMENT 
Undescended testicles must always be considered from the 
viewpoint of potential malignancy. Orchiopexy does not pre- 
vent malignant change, nor does it decrease its incidence. Its 
value lies in providing an opportunity for close observation of 
a testicle in which the incidence of malignant neoplasia is high. 
Orchiopexy also encourages spermatogenesis and permits the 
repair of hernias that accompany cryptorchidism. 


SUMMARY 
The case of a patient in whom bilateral testicular tumors of 
different histological varieties developed after bilateral orchio- 
pexy is presented. 


REVERSAL OF AMINOPTERIN AND AMETHOPTERIN 
TOXICITY BY CITROVORUM FACTOR 


EMANUEL B. SCHOENBACH, M.D. 
EZRA M. GREENSPAN, M.D. 
and 
JACOB COLSKY, M.D. 
Baltimore 


The potent folic acid antagonists, aminopterin (4-amino folic 
acid) and amethopterin (4-amino-N!°-methyl folic acid)* are 
being extensively employed for the amelioration of certain types 
of leukemia and other neoplastic diseases.1 These antimetabolites 
induce a folic acid deficiency, manifested in patients by gastro- 
intestinal cramps, diarrhea, hemorrhage, ulceration of the palate 
and oral mucous membranes, leukopenia, which may progress 
to an aplastic anemia, and alopecia. The appearance of these 
toxic manifestations may be delayed, and the cumulative toxic 
dose of drug may be exceeded before signs of toxicity become 
evident. For this reason, the dosage employed of these amino- 
substituted derivatives of folic acid is often less than that neces- 
sary for therapeutic efficacy. These toxic manifestations have 
not been reversible clinically when folic acid, liver extract or 
vitamin Biz has been administered. Experimental observations 
have demonstrated that under certain specific conditions folic 
acid can completely prevent but not reverse both the toxic ? 
and the antineoplastic effects > of these antimetabolites in mice. 
However, when folic acid was administered simultaneously with 
or after injections of aminopterin, no protection from the lethal 
toxicity of the latter compound was evident,? regardless of the 
route of drug administration. 

The failure to revefse these toxic manifestations of induced 
folic acid deficiency with folic acid has been a distinct deterrent 
to the optimal administration of the anti-folic-acid preparations, 
despite the accumulated evidence that they are beneficial in the 
treatment of certain forms of leukemia. 

A new growth factor ¢ necessary for the growth of the bacillus 
Leuconostoc citrovorum, designated as the “citrovorum factor,” 
has recently been reported to prevent the toxicity of aminopterin 
in mice and rats.5 The anti-folic-acid compounds may inhibit the 





The citrovorum factor (synthetic) was supplied by the Lederle Labora- 
tories Division, American Cyanamid Company, Pearl River, Y. 

From the Department of Preventive Medicine, the Johns Hopkins 
University School of Medicine, and the Clinical Research Unit, National 
Cancer Institute, United States Marine Hospital. 

These investigations were aided in part by a grant to the Department of 
Preventive Medicine from the American Cancer Society recommended by 
the Committee on Growth, National Research Council. 
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conversion of folic acid into a metabolically more active com- 
pound, which is, or closely resembles, the citrovorum factor. 
When citrovorum factor was administered simultaneously with, 
or even subsequent to, lethal doses of aminopterin, we observed 
complete protection from the toxic manifestations in mice, in 
contrast to observations on the inefficacy of folic acid in these 
circumstances. No studies on the effect of citrovorum factor 
on established toxic reactions in man have been reported. 


REPORT OF CASES 

Case 1—A 56 year old Negro man was subjected to a mid- 
thigh amputation of the left leg in April 1950 for a leiomyosar- 
coma in the upper fibula region. Several weeks thereafter, 
roentgen examination of the chest disclosed parenchymal shadows 
in the lungs, which were interpreted as multiple pulmonary 
metastases. Roentgen therapy, to a total of 2,000 r to each of 
four chest ports, was administered over a period of 3%4 weeks, 
without any symptomatic or objective response. 

On June 21, oral amethopterin therapy was begun. The 
patient received 10 mg. daily. On the ninth day of treatment, 
when a total of 90 mg. had been administered, he complained 
of a burning sensation in the mouth. Drug therapy was con- 
tinued with the same daily dose. Three days later, after he 
had received a total of 120 mg. of amethopterin, superficial 
ulcerated lesions of the buccal mucosa, the right part of the hard 
palate and the gingival margin appeared. The white blood cell 
count, which had been 4,600 cells per cubic millimeter prior to 
treatment on June 21, fell progressively so that by July 3, the 
total count was 2,100 per cubic millimeter. The dosage of 
amethopterin was continued unchanged. The ulcerated lesions 
became somewhat more extensive and painful and assumed a 
typical appearance, with a central grayish membrane surrounded 
by a hemorrhagic zone. Each ulcer was 5 to 10 mm. in diameter: 
No gastrointestinal or hemorrhagic manifestations were present. 
On July 7, the total leukocyte count was 2,450 per cubic milli- 
meter, with a distribution of 84 per cent neutrophils, 12 per cent 
lymphocytes, 2 per cent eosinophils and 2 per cent monocytes. 
Results of other hematological and chemical studies of the blood 
were unchanged when compared with those of the period pre- 
ceding anti-folic-acid therapy. 

An attempt to evaluate the ability of citrovorum factor to 
reverse these amethopterin-induced lesions was initiated on July 
9, after the patient had received a total dose of 180 mg. during 
the preceding 18 days. The dosage of amethopterin was main- 
tained unchanged, and 40,000,000 units of citrovorum factor 
(synthetic)? was administered intramuscularly daily. Each 
milliliter contained 20,000,000 citrovorum factor units, which 
represent an equivalent of 7.0 mg. of folic acid by microbiologic 
assay. The citrovorum factor was dissolved in 0.8 per cent 
sodium chloride solution containing 0.01 M phosphate buffer 
at pu 7.16. 

The patient received the combined treatment with amethop- 
terin and citrovorum factor for a total of seven days. On 
the third day of this regimen, the ulcers appeared to be some- 
what smaller and the patient experienced less pain. Further 
regression of the ulcers was noted on the fourth day, followed 
by complete healing after the fifth day of citrovorum administra- 
tion, despite the continued daily ingestion of 10 mg. of amethop- 
terin. The use of citrovorum factor was discontinued two days 
thereafter, but the amethopterin dosage was maintained. The 
total white blood cell count on the sixth day of the combined 
regimen was 4,200 per cubic millimeter, with no significant 
alterations in the differential count. Ten days after the admin- 
istration of citrovorum factor was discontinued, the return of 
typical mouth lesions induced by folic acid antagonists was 
observed. No effect on the neoplastic lesions was observed 
during the administration of amethopterin, either alone or 
combined with the citrovorum factor. 





6. Greenspan, E. M.; Goldin, A., and Schoenbach, E. B.: Studies on 
the Mechanism of Action of Chemotherapeutic Agents in Cancer: V. 
Influence of Citrovorum Factor and Folic Acid on Toxic Manifestations 
of Aminopterin in Mice, Cancer, to be published. 

7. Brockman, J. A., Jr., and others: Synthesis and Isolation of Crystal- 
lin Substance with Properties of New B Vitamin, J. Am. Chem. Soc. 72: 
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Figures 1 and 2 represent the appearance of the palate on the 
seventeenth day of amethopterin therapy and 10 days later, 
after 280,000,000 units of citrovorum factor had been administered 
over a period of seven days. The amethopterin dosage had 
been maintained unchanged. 

Case 2.—The patient was a 48 year old white woman who 
had undergone a radical mastectomy for a neoplasm of the 
right breast in September 1945. In 1948 metastases to the 
left pleura occurred, with massive recurrent sanguineous effu- 
sion in which malignant cells had been observed on several 
occasions. Numerous thoracenteses had been performed, with 
prompt reaccumulation of the fluid and persistence of symptoms. 
From Nov. 9, 1949 through Jan. 24, 1950, the patient had received 
amethopterin daily except for a one week interruption because 
of toxic manifestations. The total amount of drug administered 
was 490 mg. During this period, the effusion disappeared and 
the patient improved symptomatically. She was discharged 
from the hospital without further medication on Feb. 6, 1950. 

She was readmitted to the Clinical Research Unit of the 
National Cancer Institute on May 2, because of pain in the left 


region of the thorax. At this time, roentgenologic examination 





(case 1).—Ulcerations on the right part of the hard palate and 


Fig. 1 
gingival margin after the patient had received 170 mg. of amethopterin 
over a 17 day period. 


showed a solid nodular lesion on the pleura of the left lung at 
the level of the fifth rib in the anterior axillary line. She was 
treated with an oral preparation of aminopterin, 2.0 mg. daily, 
from May 17 to May 31. On May 27 she noted soreness of the 
tongue and buccal mucosa. Four days later the typical buccal, 
palatal and gingival ulcerations associated with folic acid antag- 
onist therapy were noted. These ulcerations healed in approxi- 
mately five days following discontinuation of aminopterin 
therapy. 

The administration of aminopterin was resumed on June 
22, with daily doses of 1.0 mg. This dosage was well toler- 
ated, and so on July 3 it was increased to 1.5 mg. daily. 
On July 6 the buccal mucosa was noted to be erythematous, and 
two days later the ora! ulcerations reappeared. Use of aminop- 
terin was discontinued for one week and resumed on July 15 
with a smaller daily dose, so that she received 5.0 mg. a week. 
The influence of estradiol (20,000 units a day intramuscularly) 
on the toxic manifestation of aminopterin was studied. When 
the doses of aminopterin were again increased to 1.5 mg. a day 
and given with the estrogen therapy, oral ulcerations reappeared. 
After an interval of several days, the folic acid antagonist therapy 
alone was resumed at the lower dosage. On August 28 the 
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doses of aminopterin were increased to 2.0 mg. a day adminis- 
tered intramuscularly. One hour prior to each injection of the 


aminopterin, 15 mg. of the sodium salt of folic acid was injected. 
However, on September 4 stomatitis with mucosal ulcerations 
September 5 


appeared. On the amount of folic acid was 





Fig. 2 (case 1).—Appearance of palate with complete healing of ulcera 
tions 10 days later, when 280,000,000 units of citrovorum factor con- 
centrate had been administered over a period of 7 days. Amethopterin 
had been continued, and the patient had received a total of 270 mg. at 
this time. 


increased to 75.0 mg. a day, with no detectable improvement of 
the buccal and palatal ulcerations. In addition, severe dysphagia, 
anorexia and alopecia became manifest. Beginning September 8, 





Fig. 3 (case 2).—Ulcerations of the oral mucosa as they appeared on 
Sept. 8, 1950. The patient had been receiving 2.0 mg. of aminopterin 
daily. \ 


citrovorum factor, 20,000,000 units a day, was administered one 
hour prior to each dose of aminopterin. No improvement of the 
stomatitis was apparent, and so after four days (September 12) 
the doses of citrovorum factor were increased to 40,000,000 units 
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a day. The administration of aminopterin, 2.0 mg. a day, was not 
interrupted during this period. On September 15 subjective 
improvement was noted by the patient, and the ulcerations were 
completely healed by September 18. The administration of 
citrovorum factor was discontinued, although the parenteral 
injection of aminopterin was maintained at the same dosage. 
Ten days later, the ulcerations of the palate, pharynx and buccal 
mucosa reappeared and the administration of aminopterin was 
discontinued. 

Repeated hematological examinations were performed during 
this period. A mild leukopenia, with 3,000 to 4,000 cells per 
cubic millimeter, was observed during the episodes of aminopterin 
toxicity, which promptly returned during the intervening periods 
to the pretreatment level of 5,000 to 7,000 cells per cubic milli- 
meter. The differential leukocyte distribution was unaltered. 
No anemia or hemorrhagic manifestations were noted, although 
a slight macrocytosis was evident. The appearance of the 
pleural metastasis was not significantly changed during this 
period of observation. 

The regression of the ulcerations on the palate and buccal 
mucosa of both patients, despite the continued administration 
of amethopterin or aminopterin, was striking. The ulcerations 





Fig. 4 (case 2).—Appearance of the mucosa 10 days later with healing 
of the ulcerations. Aminopterin dosage had been maintained unchanged. 
Citrovorum factor had been administered from September 8 to September 
{8 in doses of 20,000,000 to 40,000,000 units daily. 


appeared to clear more rapidly under this combined therapy 
than with discontinuation of the folic acid antagonist without 
the addition of citrovorum factor. The knowledge that citro- 
vorum factor is capable of relieving the toxic mdnifestations 
that are caused by the folic acid antagonists should permit 
more efficient utilization of these latter experimental antineo- 
plastic agents. 


SUMMARY 


In two patients who had received amethopterin or aminop- 
terin for therapy of metastatic neoplasm leukopenia and ulcerated 
mouth lesions developed. They were treated with citrovorum 
factor, without discontinuation of the daily dosage of the anti- 
folic-acid compound. The mouth lesions promptly healed, and the 
leukopenia disappeared. The reversal of these toxic manifesta- 
tions by citrovorum factor may be a distinct clinical aid when 
the folic acid antagonists are employed for the therapy ot 
selected neoplastic states. Our observations in experimental 
animals and experience with these patients indicate that citro- 
vorum factor, in contrast to folic acid, is able not only to 
prevent but also to reverse some of the established toxic manifes- 
tation of the potent folic acid antagonists, aminopterin and 
amethopterin. 
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TREATMENT OF SCLERODERMA WITH PROCAINE 


Report of Cases 


J. P. TURNER, M.D. 
Goshen, Ind. 
and 
F. R. SCHMIDT, M.D. 
Chicago 


Four patients with scleroderma were treated with multiple 
intravenous infusions of 0.1 and 0.2 per cent solutions of procaine 
hydrochloride over a period of several months. A rapid and 
dramatic improvement was observed in the first patient within 
72 hours after this treatment was instituted. The improvement 
has persisted in this patient as well as in the other three. 


REPORT OF CASES 

Case 1—L. S., a white man aged 60, was first seen on 
Oct. 18, 1949, complaining of slowly progressive and generalized 
thickening, hardening and discoloration of the skin. He stated 
further that he had been bothered with recurrent ulcerations 
and scarring of the tips and bony prominences of the joints 
of the fingers of both hands and an ulcer on the right foot. 
In addition, he complained of progressive hoarseness, difficulty 
in opening his mouth and chewing, inability to use his hands 
and shortness of breath on exertion. He also had swelling of 
the ankles and a cough that was productive of sputum. All 
these symptoms had been present from one to two and one-half 
years. From Aug. 16 to Oct. 17, 1949, this man had been 
a patient in another hospital but the skin, the joints and the 
ulcers had not responded to therapy consisting of application 
of ointments and bed rest. The family history and his past 
medical history were noncontributory. 

Physical examination revealed a well developed and well 
nourished white man, slightly dyspneic, with masked facies and 
a generalized bluish bronze color of the skin. The mucous 
membrane of the mouth appeared thickened and hyperkeratotic, 
especially over the pharynx and hard palate. There were moist 
rales present in the lower lobes of both lungs. The left border 
of cardiac dulness was at the anterior axillary line. There 
was a loud, harsh systolic apical murmur transmitted to the 
axilla and anterior chest wall. The liver was palpable 3 cm. 
below the right costal margin. The fingers of both hands 
presented a tapered appearance and were semiflexed and practi- 
cally immobile. The skin over the fingers was reddish blue, 
shiny, hard to the touch and bound down to the subcutaneous 
tissues. 

The patient was unable to approximate the thumb and fore- 
finger or flex the tips of the digits to the palms. There were 
a few small ulcerations on the dorsa of the hands over the bony 
prominences, especially at the metacarpal-phalangeal.areas. The 
creases on-the palmar surfaces of the ‘fingers were ironed out. 
The skin of the trunk, arms, forearms, thighs and legs was 
bluish bronze, indurated and difficult to pick up between the 
fingers. There was a marked pitting edema of the feet, ankles 
and legs. A cratered shallow ulcer 3 cm. in diameter was 
present on the medial aspect of the right foot. 

The microscopic findings confirmed the clinical. diagnosis of 
scleroderma. Results of a biopsy of the skin from the region of 
the elbow showed generally short rete pegs and a narrow 
granulosa layer. The underlying dermis was composed of 
closely arranged collagenous connective tissue fibers showing 
a tendency toward fragmentation, and the blood vessels were 
surrounded by a scanty collar of round cells. The Kahn reac- 
tion of the blood was negative. The urine showed normal 
findings. The serum proteins were 6.15 mg., with an albumin- 
globulin ratio .of 1.5 to 1. The serum calcium was 9.5 mg. 
The red blood cell count was 4,100,000, with a hemoglobin value 
of 12.4 Gm. The white blood cell count was 12,900. The 
chest roentgenogram showed a 30 per cent cardiac enlargement, 
with a tortuous sclerotic aorta and increased Lronchovascular 
markings in the lower lobes consistent with passive pulmonary 
congestion. The electrocardiogram was abnormal but not 





From the United States Marine Hospital, Chicago, Dr. Turner, Senior 
Surgeon, United States Public Health Service, and Dr. Schmidt, Con- 
sultant in Dermatology 
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a . PROCAINE IA 
diagnostic. Examinations and several cultures of the sputum 
concentrate did not reveal acid-fast organisms. 

The patient was first admitted to the surgical service, where 
the ulcer on the right foot healed under local treatment. He 
was then transferred to the medical service for further care, 
on Noy. 2, 1949. Since the patient had pain and limitation 
of motion of the interphalangeal and metacarpal-phalangeal 
joints of the hands, it was decided to give him intravenous 
infusions of procaine, following the suggestion of Graubard and 
Peterson. He received from 0.5 to 0.8 Gm. of procaine hydro- 
chloride with each infusion in a 0.1 to 0.2 per cent concentration 
in 10 per cent dextrose and water. A prophylactic dose of 
0.1 Gm. of a barbiturate was given by mouth 30 minutes prior 
to each infusion.2 On the day following the first infusion the 
patient reported that the itching of his feet had been relieved. 
\fter the third daily infusion the patient was able to approxi- 
mate his thumb and forefinger and flex his fingers to the 
palmar surfaces and was able to use his hands for writing 
for the first time in one year. On the seventh day there was 
definite change in the color of the skin of the face, neck, chest, 
arms and hands, from the former bluish bronze hue to a 
pink-red color. The skin, particularly of the chest, was ‘softer 
in texture and less taut. Because of the immediate response 
to this treatment it was continued, and an average of two 
infusions a week and a total of 26 were administered. The 
skin of the trunk, face, neck and hands has become progressively 
softer and more elastic, with the greatest improvement being 
noted on the skin of the trunk. The patient stated that his 
skin has been approaching its normal color and texture, with 
the exception of scattered areas of pigmentation. He has 
become less hoarse, and his expression has become more ani- 
mated. He has been able to open his mouth wider and chew 
his food with more ease. The mucous membrane of the mouth, 
pharynx and pillars has assumed a more normal color and 
The ulcers on the bony prominences and tips of 
The cardiac decompensa- 
mercurial 


appearance. 
the digits have not healed completely. 
tion has been controlled with digitoxin and the 
diuretics. There was no change in the serum calcium, serum 
protein or the albumin-globulin ratio. 

Case 2—M. M., a woman aged 50, a patient of Dr. R. 
Jaramillo, of Santiago, Chile, had been observed for six years. 
The patient had had increasing difficulty in the use of her 
fingers and legs. Her face had gradually assumed a mask-like 
expression, so that the skin of the face was tight, whitish and 
rigid. She began to have great difficulty in opening her mouth 
and in swallowing. Several ulcers on the lower legs had healed 
with scars. New ulcers had appeared on the slightest trauma. 
\ll the fingers were rigid and had lost their terminal phalanges. 
The skin on the back of the hands to a distance 5 cm. above 
the wrists was tight, fixed and hard. The skin of the lower 
third of the legs was tight, hard and scarred. There was an 
atonic ulcer with hard borders on the left leg at the level of 
the internal malleolus which measured 6 by 6 cm. 

Daily infusions of procaine hydrochloride were given for 
10 days. A total of 4.4 Gm. of the drug was administered. 
Biweekly infusions of 0.6 Gm. of procaine were then given for 
five weeks. The last seven injections were given intramuscu- 
larly because venipuncture was too difficult. The patient was 
able to move her hands with less difficulty after five infusions, 
and after nine treatments she could swallow more easily. 


Creases began to reappear on the back of the hands. Later 
the movements of the hands became much easier. No further 
improvement was noted during the remaining injections. She 


left the hospital on Sept. 8, 1950, feeling greatly improved. 
Case 3—E. P., a woman aged 35, a patient of Dr. F. Prats 
and B. Vaisman, of Santiago, Chile, had noticed an increase 
in the pigment of her hands and face in 1945. In 1949 the 
skin became noticeably thickened and the facial creases were 
obliterated. A diagnosis of scleroderma was made, which was 
confirmed by biopsy. Previous treatment had failed to stop the 
progressive limitation of the movements of the joints of the 
; and hands. Intravenous infusions of procaine hydro- 


1. Graubard, D. J., and Peterson, M. C.: 


tace 


Intravenous Procaine in the 


Management of Arthritis: Interim Report, Connecticut M. J. 13: 33 
(Jan.) 1949. ; 
2. Johnson, K., and Gilbert, C. R. A.: Intravenous Procaine for 


Obstetrical Anesthesia, Anesth. & Analg. 25: 133 (July-Aug.) 1946 
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chloride in the manner described above were given, totaling 
12 Gm. of the drug. This amount was administered over a 
period of 57 days. The elasticity, color and texture of the 
skin improved greatly. The mobility of the affected joints 
began to increase after the sixth infusion. During the last 
days of the treatment the patient complained of disturbances 
of hearing.’ She left the hospital feeling greatly improved and 
was to return for further treatment. 

Case 4.—T. A., a woman aged 47, a patient of Dr. F. Prats 
and B. Vaisman, of Santiago, Chile, entered the hospital in 
February 1950 with a diagnosis of scleroderma and Norwegian 
scabies. The family history and her past medical history 
were noncontributory. The patient experienced great difficulty 
in standing, walking and swallowing due to fixation of the 
joints. After the scabies was cured, eight infusions of pro- 
caine hydrochloride were given on successive days until she 
had received 3.8 Gm. of the drug. The patient’s appetite and 
general condition improved remarkably. The movements of 
her fingers and jaws grew easier after the fourth infusion. 
Following the eighth infusion the temperature rose rapidly to 
103.1 F. This febrile episode was regarded as due to sensiti- 
All treatment was stopped. Two months 
later the patient developed a chill with high fever when pro- 
caine was used as a local anesthetic in obtaining material for 
a biopsy. Continued attempts to desensitize the patient to 
procaine with minute quantities injected intradermally failed. 
Nevertheless, the patient remained greatly improved. 

COMMENT 

There is always the possibility that the improvement in the 
first patient could have been due to a spontaneous remission. 
However, this seems unlikely when one considers that there was 
progressive improvement noted in the appearance of the skin 
and in the mobility of the joints throughout the treatment, 
whereas the ulcers over the bony prominences of the fingers did 
not seem to be favorably affected by the treatment. It is not 
likely that rest alone could have accomplished this response, 
since the patient had had a trial of bed rest for 60 days prior 
to admission to the hospital with no change in his condition. 
It is believed that the results of treatment in these cases are 
encouraging and warrant further investigation. 

The infusions should be given slowly. An average of 30 
minutes for each infusion is advisable. 

SUMMARY 

The report of four cases of scleroderma that responded favor- 
ably to intravenous infusions of 0.1 and 0.2 per cent procaine 
hydrochloride in solution are presented. 

The remarkable improvement noted was in the color, texture 
and elasticity of the skin and mucous membranes, and increased 
mobility of the interphalangeal, metacarpal-phalangeal and tem- 
poromandibular joints. 

There was no appreciable effect on the course of the ulcers 
over the bony prominences of the joints of the hand. 


122 South Michigan Avenue, Chicago (13). 


Standards, Usefulness, Nonsectarianism.—In order that 
a physician may best serve his patients, he is expected to exalt 
the standards of his profession and to extend its sphere of use- 
fulness. To the same end, he should not base his practice on 
an exclusive dogma or a sectarian system, for “sects are implac- 
able despots; to accept their thralldom is to take away all 
liberty from one’s action and thought.” A sectarian or cultist 
as applied to medicine is one who alleges to follow or in his 
practice follows a dogma, tenet or principle based on the 
authority of its promulgator to the exclusion of demonstration 
and scientific experience. All voluntarily associated activities 
with cultists are unethical. A consultation with a cultist is a 
futile gesture if the cultist is assumed to have the same high 
grade of knowledge, training and experience as is possessed by 
the doctor of medicine. Such consultation lowers the honor 
and dignity of the profession in the same degree in which it 
elevates the honor and dignity of those who are irregular in 
training and practice. 

From the Princrpces oF Menical 
Medical Association. 
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Council on P hysical Medicine 
and Rehabilitation 


REPORT OF THE COUNCIL 

The Council on Physical Medicine and Rehabilitation has 
authorised publication of the following article on the recom- 
mendation of its Advisory Committee on Clinical Thermometry. 
The Committee members are as follows: George Crile Jr., 
M.D.; Eugene F. DuBois, M.D.; Steven M. Horvath; George 
Morris Piersol, M.D., Chairman; John Talbott, and R. E. 
Wilson. Howarp A. Carter, Secretary. 


ORAL AND RECTAL TEMPERATURES OF MAN 


STEVEN M. HORVATH 
H. MENDUKE 
and 
GEORGE MORRIS PIERSOL, M.D. 
Philadelphia 


The so-called normal body temperature of a healthy person 
has been stated categorically to be 98.6 F. (37.0 C.). Another 
clinically accepted truism is that the rectal temperature is 1 
degree Fahrenheit higher than the oral, or approximately 99.6 
F. (37.6 C.). These values are, of course, merely approxi- 
mations and can, therefore, be highly misleading. 

The origin of these figures is somewhat obscure. The follow- 
ing review of the literature is an indication that even the value 
98.6 F. for the oral temperature is undoubtedly incorrect. 
Schaefer! summarized the oral temperatures obtained by a 
group of eight authors who published their material between 
1848 and 1898 and found it to be 98.3 F. Davy? in 1845 
reported a mean value of 98.4 F. for the oral temperature 
obtained during the working day, while Pembrey and Nicol * 
found it to be 97.2 F. Allbutt,* who introduced the present 
day clinical thermometer, presented his mean value as 98.14 F. 
The first statistical analysis of the oral temperature in man was 
performed by Whiting.» The mean oral temperature of 500 
criminals was 98.38 F., with a standard deviation of 0.486. Ren- 
bourn and Bonsall ® studied 894 males living in the tropics and 
found a slightly higher mean oral temperature than was reported 
by Whiting,® their mean value being 98.75 F. with a standard 
deviation of 0.50. A recent report by Carmichael and Linder * 
on 24 normal subjects indicated that the oral temperature 
between the hours of 8 and 9 a. m. was 97.8 F., and between 
the hours of 4 and 5 p. m., 98.09 F. Ivy obtained the oral 
temperatures of 276 medical students who were attending class 
between the hours of 8 and 9 a. m. His mean figure was 98.1 
F. Reimann® has also reported two different groups of data 
on the oral temperature of man. In his first study, the mean 
value was 98.2 F., and in the second the value was 99.0 F. 

Probably the basis for the present day standard of 98.6 F. 
originated from the work presented by two different groups of 


Dr. E. Douglass Burdick supervised the statistical analysis. 

From the Department of Physical Medicine, Graduate School of Medi- 
cine, and the Department of Social and Economic Statistics, Wharton 
School of Finance and Commerce, University of Pennsylvania. 
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authors. Becquerel and Breschet 2° in 1833 found the mean 
oral temperature to be 98.6 F. Wunderlich?! undoubtedly 
compiled the most extensive data on this subject and reported 
a mean value of 98.6 F. It is interesting to note that the mean 
of all the means reported from 1845 to 1945 turns out to be 
98.34 F. The range of the means reported is from 97.2 to 99.0 F. 

A similar discrepancy is observed in the differences between 
rectal and oral temperatures. It is clear that the difference of 
1 degree Fahrenheit between these two temperatures, generally 
accepted by laymen and physicians, does not take into account 
the data available in the literature. 

Bardswell and Chapman '!? reported a difference of 0.9 F. 
Wunderlich 11 in his series reported a difference of 0.7 F. Ren- 
bourn and Bonsall * have reported a difference of 0.7 F. Car- 
michael and Linder? found the difference to be 1.03 in the 
morning and 0.82 in the afternoon. The largest difference, 1.2 
F., was reported by Pembrey and Nicol.* Burton-Fanning 
and Champion !* reported a difference of 0.4 F. The textbooks 
of Best and Taylor and of Macleod report a mean difference 
of 1.0 F. All these observations indicate not only that there 
is no clear statement of the relation of rectal temperature to 
the mean body temperature but that there are considerable dis- 
crepancies among the data presented by various workers. It is 
also obvious from this review that there is considerable indi- 
vidual variation. In view of this confusion it was considered 
that a controlled study on normal males and females might help 
to clarify some of the discrepancies that have been noted. 

METHODS 

Thirty-eight females with a mean age of 23 years (range from 
19 to 35 years) and 16 males with a mean age of 23 years (range 
from 21 to 37) were subjects for a measurement of rectal and 
oral temperatures during 1947-1948 and 1948-1949. This study 
was conducted during the months of October to January. Cali- 
brated clinical thermometers were used, and simultaneous mea- 
surements of both oral and rectal temperatures were made while 
the subjects were lying in bed. The thermometers were in 
place for five minutes. The measurement in the morning was 
made as soon as the subjects awoke, between 6:30 and 7:15 
a.m. The observations in the evening were made again in bed 
immediately after they had retired, between 10 and 12 p. m. 
These subjects were all healthy and had had a physical exami- 
nation within a month prior to the test, a follow-up examination 
being made at the completion of the tests. 

RESULTS 

The range of observations extended over a period of 29 to 
118 days for both male and female subjects. The total number 
of observations on 38 females was 2,810, a mean of 74 obser- 
vations on each. The mean observations on males were 78: 


the total number of observations was 1,248. For purposes. 


of statistical analysis the data of only the first 29- consecu- 
tive values were considered, since this was the smallest con- 
secutive number obtained in the series. Furthermore, since 
all subjects were included in the analysis, it was possible to 
have each receive equal weight in the distributions of the com- 
bined individual readings and combined means of subjects, i. e., 
the mean of the individual means was equal to the mean of the 
combined individual values. 

Since some of the observers read to the closest fifth of a 
degree Fahrenheit while others attempted to read to the closest 
tenth of a degree Fahrenheit, the odd readings of the latter 
were distributed among the even readings in such a manner 
that the means were completely unaffected and the dispersions 
were affected negligibly, if at all. One woman, who was 
obviously a very unusual subject, having rectal morning tem- 
peratures as high as 104 F., was eliminated from the analysis. 





11. Wunderlich, C. A.: Das Verhalten der Eigenwaerme in Krank- 
heiten, Leipzig, 1868. 

12. Bardswell, N. D., and Chapman, J. E.: Some Observations upon 
the Deep Temperature of the Human Body at Rest and After Muscular 
Exertion, Brit. M. J. 1: 1106, 1911. 

13. Burton-Fanning, F. W., and Champion, S. G.: The Comparative 
Value of the Mouth, the Rectum, the Urine, the Axilla, and the Groin 
for the Observation of the Temperature, Lancet 1: 856, 1903. 
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For each subject in the experiment, six frequency distribu- 
tions were set up: 

(a) The first 29 rectal morning readings. 

(b) All rectal morning readings. 

(c) All rectal evening readings. 


(d) The first 29 morning D's (where D is the difference in temperature 
between rectum and mouth, D = T(R) — T(M). 


(e) All morning D's. 
(f) All evening D’s. 


Throughout the remainder of this paper all temperatures will 
be given in Fahrenheit units unless otherwise specifically indi- 
cated, and the following notation will be used: 

T(i), the mean temperature for a given subject. 

T(m), the mean of all temperatures obtained for the men. 

T(f), the mean of all temperatures obtained for the women. 

D(i), the mean of the differences between rectal and oral temperatures 

for a subject. 
Dim), the mean of the differences for men. 
D(f), the mean of the differences for women. 


For each of the distributions mentioned above, arithmetic means 
were computed for each subject. In addition, grand means for 
males and for females were computed (table). ‘ 

In order to determine whether there was a significant dif- 
ference between individual mean temperatures, T (i), of men and 
women with respect to the grand mean and the variability of 
the means, the following analysis was carried out. The mean 
of the temperatures for men, T(m), in the morning was 98.2 F.; 
the mean for the women, T(f), in the morning was 98.6 F. The 
difference was 0.4. The standard error of this difference was 
0.15. When the “t” test familiar to statisticians was applied, 
it was found that t=2.7, and, with 46 degrees of freedom, the 
corresponding probability P=0.01. For such a value of P it is 
customary to conclude that the difference is significant; it 


Mean Value for the Rectal Temperatures (F.) and Differences 
Between Rectal and Oral Temperatures (F.) Observed 
in a Group of Healthy Adult-Males and Females 





Males Females 
cM" Bg me — —s 
Rectal Rectal 
(F.) Difference (F.) Difference 
First 29 morning......... 98.2 0.8 98.6 0.8 
All morning.... = 98.3 0.8 98.6 0.7 
eT 99.1 1.0 99.1 08 


follows that over this period of 29 days the mean morning tem- 
perature for women was higher than the mean morning tempera- 


ture for men. In addition to having a higher mean temperature, . 


women exhibited greater variability in their mean temperatures 
than did men. This was borne out by the following analysis. 
Variance of the means of men around the grand mean was 
0.114; for women it was 0.254. “F” 14 was computed to be 2.23, 
with 33 degrees of freedom for women and 13 degrees of free- 
dom for men. The probability was found to be between 0.01 
and 0.05. 

There were 11 men for whom both morning and evening 
readings were recorded. Of these, 10 showed higher evening 
than morning means and one showed no change. There were 
33 women for whom both morning and evening readings were 
recorded. Of these, 28 showed higher evening than morning 
means, 2 showed slightiy lower evening than morning means 
and 3 showed no change. The probability of as many as 10 
increases of 11 subjects, if there were really no real difference 
between morning and evening readings, is only 0.005. For 
women, the probability is less than 0.001. Both men and women, 
therefore, have significantly higher mean temperatures at night 
than in the morning. 

The difference between the rectal and oral temperatures for 
men, D(m), carried to two decimal places, was 0.84. The cor- 
responding figure for women, D(f), was 0.76. The difference 





14. The measure of variability used here is the estimated population 
variance, where that variance is the mean square deviation from the sample 
mean (i, e., standard deviation squared) adjusted for degrees of freedom. 
“F” is the ratio of the larger estimated variance to the smaller. As in 
the “t” test, there is a given degree of probability attached to “F”’ for 
a given number of degrees of freedom. It is customary to conclude that 
the difference in variance is significant if this probability is less than 0.05. 
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was 0.08 and the standard error of the difference was 0.11, 
giving a “t” value of 0.727. With 46 degrees of freedom the 
probability attached to “t” was between 0.4 and 0.5. Hence 
the hypothesis of no real difference between the sexes with 
respect to the morning D may be accepted. (Even if the differ- 
ence were highly significant statistically in this case, it would 
still not be important clinically since it is too small to be helpful.) 
The estimated vari- 
ance of D(i) for men ne ¥ 
was 0.0982 ; for women 
it was 0.1309. “F” ror 
was found to be 1.332, 
and, with 33 degrees 60;- 
of freedom for women 


and 13 for men, the . s50o}- 
difference in variances 2 
was not significant at 32 40}- 
a 
a 
_— 


the 0.05 level. Hence 
the hypothesis of no 30} 
real difference between 
the sexes with respect 2o|- 
to variability of morn- 
ing D(i) may be ac- 








10 }- 
cepted. As a rough 
measure of variability, - , | 
the range was found 97.0 98.0 99.0 100.0 


for each subject for RECTAL TEMP. °F. 


the first 29 rectal Fig. 1.—Distribution of morning rectal 
morning readings and temperatures of male subjects. This curve 
for the first 29 morn- 3nd those in, figures, 2. 3 and 4 represent 
ing rectal-oral differ- secutive days of observation on each subject. 
ences. The mean range 
of rectal temperatures in males was 1.2 F. and in females 1.5 
F. The mean range of differences between rectal and oral 
temperatures was 1.0 F. for males and 1.4 F. for females. 
Further analysis of the data was restricted to the first 29 


. morning values. There was no observable difference between 


the results obtained from the first 29 and from all the morning 
values with respect to any of the means. Furthermore, the 
morning readings of temperature were secured under more con- 
trolled and constant conditions. Distributions of morning rectal 
temperatures and of D's were set up, by sex, for the first 29 
morning readings of all subjects combined. The graphs of these 
distributions are shown in figures 1 through 4. 
Figure 1, illustrat- 





ing, the rectal morn- ‘4° 
ing temperatures .of 
males, is unimodal, 20 
with a peak at 98.0 

F., but is skewed 4, 
slightly to the left. 
Normal curves were > 
fitted to the actual 2°° 
distributions of male 3 
temperatures, male £60 
morning D’s and ~ 
female morning D’s 49 
and goodness of fit 

was then tested.*> - 
On fitting a normal 

curve to the distribu- P 1 . ' P 








tion of combined rectal 97.0 98.0 990 100.0 1010 
morning temperatures RECTAL TEMP. °F. 

of all males, the prob- Fig. 2.—Distribution of morning rectal 
ability of chi-square temperatures of female subjects. 

was between 0.1 and 

0.2. While this is a rather low probability, it is not low enough 
to warrant rejection of the hypothesis of normality and, there- 
fore, the hypothesis of normality was accepted. Hence it might 
be concluded that the mean rectal morning temperature of males 
is 98.2 F., with a standard deviation of 0.47 F., and 68 per cent 
of all individual readings would lie within the limits of 98.2 
plus or minus 0.94, and 99.7 per cent, or practically all, would 
lie within the limits of 98.2 plus or minus 1.41. This would 
not, however, be particularly enlightening unless persons did 





1564 TEMPERATURE—HORI-ATH ET 


not differ significantly in their individual means and in their 
individual variances. If individuals do differ signficantly, there 
would be little value in considering a universe of temperatures 
without regard to specific subjects. 

A further hypothesis was therefore established, i. e., that 
there is a single universe of temperature values for all men and 
that the mean temperature of each person represents a sample 
taken at random from that universe. Under this hypothesis, 
the standard error of the mean for samples of size 29 was com- 
puted to be 0.087 F. If the individual means indeed repre- 
sented random samples taken from the same universe, then only 
0.3 per cent of the means should have been more than 3 standard 
errors away from the grand mean. Four of the 14 means, 
however, were more than 3 standard errors away from the 
mean (almost 29 per cent instead of the theoretical 0.3 per 
cent). The hypothesis that there-is a single normal morning 
temperature for all healthy men was, therefore, rejected. 

The L, test ?® was applied to see whether there was homo 
scedasticity among subjects, i. e., do persons all have the same 
variance in temperatures? The value of L: for 14 samples of 
size 29 was 0.668, which gave a probability of less than 0.01. 
Two subjects could be considered “extreme,” but even after 
their variances were eliminated the probability was still less 
than 0.01. It may be concluded, therefore, that men differ in 

the variability of their 

100 -— individual readings: 
i. e., there is no single 
“normal range” of tem- 
peratures applicable to 
all men. 

The distribution of 
rectal morning tem- 
60 perature readings of 
all females combined 
(fig. 2) was definitely 
«o- bimodal, with one peak 
at $8.2 F. and another 
at 99.0 F. Both peaks 
are approximately the 
same height, indicat- 
ing the possibility of 
two phases of temper- 
ature of roughly equal 
duration for each 

: ; woman over a period 

Fig. 3.—Distribution of the differences be - 26 ca . s : 
tween rectal and oral temperatures of male of 29 days, i CG, a 
subjects menstrual cycle. It is 

indeed statistically 
possible that each woman shows homogeneous temperature read- 
ings during the cycle and, therefore, that there are two distinct 
groups of women. Inspection of the individual distributions 
of readings for women, however, showed evidence of two peaks 
in a large number. Since the bimodal nature of the distribu- 
tion made the fitting of theoretical curves a useless procedure, 
no further analysis was undertaken. 

Figures 3 and 4 show the distribution of the first 29 D's for 
men and for women, respectively 3oth are unimodal, with a 
peak for each at 1.0 F., and both are skewed to the left. Normal 
curves were fitted to each. For the male morning D observa- 
tions, the probability of chi-square was between 0.01 and 0.001, 
and for the female morning D's it was less than 0.001. In 
4 normality would conventionally 


FREQUENCY 





' 
“10 00 10 20 30 
& (RECTAL -ORAL) TEMP. *F 








both cases, the hypothesis 
be rejected. 





15. In fitting a theoretical normal curve to an actual distribution, the 
mean, standard deviation and total frequency of the actual distribution 
were equated with those of a theoretical normal curve and theoretical 
frequencies were found by the method of areas. The goodness of fit of 
the theoretical to the actual distribution was tested by computing chi-square 
and finding the probability of chi-square. The probability of chi-square is 
the probability of getting a fit as bad as or worse than the one observed 
if chance were the only factor operating and if the actual distribution 
were really a randoni sample from a normal universe. Conventionally, the 
hypothesis of normality is accepted if this probability is greater than 0.05. 

16. The La tést is based on the relationship between the geometric mean 
and the arithmetic mean of a series of sample variances. The closer the 
ratio is to 1, the closer the individual variances are to each other. It is 
conventional to reject the hypothesis of homoscedasticity (i. e., identical 
population variances) if the probability obtained from the Li table is less 
than 0.05 
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Assuming a single universe of D's for all men, the standard 
error oi the mean ‘was computed to be 0.078 F. Five of the 
14 subjects were more than 3 standard errors away from the 
grand mean (almost 36 per cent instead of the theoretical 0.3 
per cent). In fact, 9 of the 14 were more than 2 standard 
errors away from the grand mean (64 per cent instead of the 


theoretical 4.5 per 
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‘ tween rectal and oral temperatures of femak 
port. If there really subjects 
were a single constant 
difference between rectal and oral temperatures for all subjects 
the distribution of D would, theoretically, be normally dis- 
tributed. Since the hypothesis of normality had to be rejected, 
it was likely that there was no single constant D jor all levels 
of temperature but that D was correlated in some way with 
the level of rectal temperature. There was, of course, the pos- 
sibility that D was a constant value for each subject, but 
further analysis casts doubt on this hypothesis. As a rough 
test of independence between level of temperature and D, the 
range in T of each subject was correlated with the range in 
D. Tf D were really independent of the level of rectal tem- 
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Fig. 5.--Seatter diagrams illustrating the relations between rectal tem 

U and the differences between rectal and oral temperatures. The 
data for the upper graph were obtained from a male subject and the lower 
from a female 





perature, there should have been no significant correlation 
between these two ranges, i. e., the variability in D should be 
independent of the variability in T. 

There were 14 pairs of ranges for men. When plotted in a 
scatter diagram, there appeared to be a direct, linear relation- 
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ship between the two. Analysis, however, showed no significant 
correlation. This was due to the presence of a single extreme 
item. When the one item was eliminated, the correlation was 
significant at close to the 0.001 level of significance. (The 
coefficient of linear correlation was +0.76, with a standard 
error of 0.19; “t” equalled 4.0, with 11 degrees of freedom). 
For the 34 pairs of ranges for women, the correlation was sig- 
nificant at the 0.001 level of significance. (The coefficient of 
linear correlation was +0.64, with a standard error of 0.14; 
“t” equalled 4.6, with 32 degrees of freedom). It would be 
reasonable to conclude that there was real correlation between 
D and level of rectal temperature. 

Examination of the scatter diagrams of rectal temperatures 
and corresponding D’s by subjects showed a common pattern 
similar to the ones in figure 5. There appears to be a central 
range of temperatures within which D remains fairly constant. 
This constant value was not the same for all subjects, nor was 
the range of constancy the same for all; at lower temperatures, 
D decreases and may even become negative (i. e., oral tempera- 
ture higher than rectal); at higher temperatures, D shows 
evidence of increasing (fig. 6). 

COMMEN1 

What is normal body temperature? This is by no means an 
academic question. Physicians are too frequently confronted by 
a patient complaining of being feverish and yet having a tem- 
perature not above “accepted normal” standards. Or on occa- 
sion, a patient has vague indeterminate symptoms with nothing 
more positive than a 
“low grade fever.” 
What is the relation- 
ship between the con- 
dition in such a patient 
and his “normal” body 
temperature ? 

It is obvious that a 
' part of the difficulty 
3] ' associated with mea- 
' surements of body 
' temperature lies in a 
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| _! 1 sfailure to appreciate 


2 ee that “normal” values 


Fig. 6.—A_ schematic diagram showing the for body temperature 
possible relations between absolute levels of are aly vacne state- 
rectal temperature and the rectal temperature 4"° merely Vea state 
ind the rectal-oral temperature difference. ments of someones 


average and that a 
range of values is more significant. Worship of the thermome- 
ter with its arrow pointing to a fixed value is definitely harm- 
ful. The thermometer can be of greater value if there is an 
understanding of normal temperature variability and an appre- 
ciation of the fact that the shift of body temperature away 
from or back toward the normal range for the individual patient, 
rather than a single absolute value, is significant. 

The grand mean of rectal temperatures and difference between 
rectal and oral temperatures and the sigma oi the distribution 
of combined readings reported herein are certainly useful for 
“gross” evaluation of abnormal temperature. Small deviations 
from the grand mean, i. e., less than 3 sigma, would give little 
indication that the subject had an abnormal temperature unless 
his mean and sigma were known. The importance of individual 
variation must be recognized and appreciated in order to give 
meaning to any observation of body temperature. 

\lmost everyone considers the oral temperature to be a 
measure of the body temperature of adults. However, despite 
the ready availability of the oral cavity, the measurement of 
oral temperature is susceptible, in ordinary practice, to many 
errors. DuBois 1? has indicated the serious problems associated 
with this determination. If these variables are controlled and 
satisfactory oral values are obtained, can they be employed to 
predict rectal temperatures? Renbourn and Bonsall® have 
reported a positive and significant correlation between rectal 
and oral temperatures. This has not been confirmed by other 
investigators,’ whose results indicated a low degree of pre- 
dictability of oral from rectal measurements and vice versa. 





17. DuBois, E. F.: Fever and the Regulation of Body Temperature, 
Springfield, Illinois, Charles C Thomas, Publisher, 1948 
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However, the results presented and the scatter diagrams in 
figure 5 and the schematic diagram in figure 6 suggest that 
there is correlation between them. The difference between these 
two measurements is not, however, a fixed quantity, i. e., the 
regression equation would not be of the form rectal tempera- 
ture equals oral temperature plus a constant (R=O+C) but 
would be much more complex. 

The present data require considerable extension to confirm 
the possible correlations that have been suggested (fig. 6). Some 
information has been presented by Shelley and Horvath !® at 
the upper levels of rectal temperature, which agree with the 
suggestion that the differences between oral and rectal values 
would be greater at those points. The mean difference observed 
by these investigators was 1.2 F., in contrast with an approxi- 
mate mean difference of 0.8 F. observed in this study. How- 
ever, such generalizations must be viewed with caution, since 
in the same subject and among subjects variations are large 
and would prohibit any such simplification of fact. 


SUMMARY 


The mean morning rectal temperature of women was not only 
higher but variability in the mean values was greater than for 
men over a comparable period of 29 consecutive days. Both 
men and women had a significantly higher mean evening rectal 
than mean morning rectal temperature. There is no single 
“normal” temperature value for all men. Neither is there a 
single “normal range” of temperature for all men. These state- 
ments are equally true with respect to the differences between 
rectal and oral temperatures. In any specific person there was 
no single constant rectal-oral difference over his range of body 
temperature. A correlation of this difference with the absolute 
level of rectal temperature was noted, but the precise nature of 
this relation was not fully analyzed. 


REPORT OF THE COUNCIL 
The Council on Physical Medicine and Rehabilitation has 
authorised publication of the following report. 
Howarp A. Carter, Secretary. 


MEDCOTRONIC STIMULATOR, MODEL 5), 
ACCEPTED 


Manufacturer: Medco Products Company, 3603 East Admiral! 
Place, Tulsa 12, Okla. 

The Medcotronic Stimulator, Model 50, is a generator of 
electric currents for the stimulation of human muscles. The 
three types of current produced are described by the firm as: 
1. Pulse: Provides a twitch contraction of normally innervated 
muscle. The “pulses” of current 
can be varied from approximately 
1 to 7 per second at a setting of 
1,000 cycles, or from 2 to 14 per 
second at a setting of 2,000 cycles. 
2. Surge: Provides a graduated 
muscle contraction. During the 
“on” period the current gradually 
builds up to full strength in 2 to 3 
seconds. There is a 6 second “off” 
or rest period. 3. Tetanizing: Pro- 
vides a constant tetanic contraction 
of muscle. The currents are the 
same as “surge” currents, approxi- 
mately 1,000 or 2,000 cycles per 
second superimposed on a ™% recti- 
fied 60 cycle sine wave, but in this 
case they are not interrupted. The 
above descriptive terms are not those in general use, but the 
Council recognizes that the nomenclature in electrotherapy is 
not uniform. The Council on Physical Medicine and Rehabilita- 
tion voted to include the Medcotronic Stimulater, Model 50, 
in its list of accepted devices. 





“Medcotronic Stimulator, 
Model 50” 


18. Carmichael and Linder.*? Whiting. Rappaport, E. M.: Essential 
Oral Hyperthermia: Report of a Study of 25 Cases of Low Grade Fever, 
Ann, Int. Med. 25:1, 1946. 

19. Shelley, W. B., and Horvath, S. M.: The Oral and Rectal Tem- 
peratures in Hot Environments, Bull. U. S. Army M. Dept. 5: 459, 1946. 
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ACTION OF LIPOTROPIC SUBSTANCES 
IN LIVER DISEASE AS MEASURED 
BY RADIOACTIVE PHOSPHORUS 


The liver is an organ of many functions. Tests have 
been designed to measure alterations in function in 
hepatic disease, but these tests are often relatively crude 
and do not detect small decreases in activity. No test 
has been devised which can assay the functional capacity 
of the liver for some activities which are known to 
exist. Until recently, for example, no means had been 
developed to measure new phospholipids entering the 
blood, though it has been known for some time that 
the blood phospholipids are derived almost entirely 
from those formed in the liver.'. The synthesis of 
phospholipids is a function of primary importance to 
the body and cannot be measured by a chemical method. 
The application of an isotopic technic to this problem 
makes possible the accurate measurement of the excess, 
over their normal breakdown and catabolism, of newly 
synthesized substances which incorporate the labeled 
atoms of phosphorus (P**) into the molecule. 

Stress of various types is known to damage the liver. 
The harmful action of poisons, such as carbon tetra- 
chloride and heavy metals, has long been known. More 
recently, infections in distant parts of the body—as 
has been 





well as parasitization of liver cells themselves 
recognized to decrease liver function.* Thg¢ associa- 
tion of alcoholism with liver damage has been dis- 
cussed for many years. Apparently the damage is not 
the result of alcoholic intoxication per se, since not all 
persons with a high intake of alcohol exhibit liver 
damage. It is likely that a deficiency of some sub- 
stances, induced by the restriction of diet which often 
accompanies alcoholism, is at fault. The question is, 
What substances and what degree of deficiency? Liver 
cells damaged in this fashion tend to accumulate neutral 





1. Fishler, M. C.; Entenman, C.; Montgomery, M. L., and Chaikoff, 
I. L.: The Formatién of Phospholipid by the Hepatectomized Dog as 
Measured with Radioactive Phosphorus: Site of Formation of Plasma 
Phospholipids, J. Biol. Chem. 150: 47-55 (Sept.) 1943. 

2. Artom, C.; Sarzana, G.; Perrier, C.; Santangelo, M., and Segré, E.: 
Rate of ‘Organification’ of Phosphorus in Animal Tissues, Nature, London 
139: 836-837 (May 15) 1937. 

3. Wolff, W. A., and Harrell, G. T.: Liver and Kidney Function in 
Rocky Mountain Spotted Fever, Am. J. M. Sc. 218: 500-509 (Nov.) 1949. 
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fat and fatty acids which can be detected by histologic 
staining technics that permit visualization of lipids. The 
presence of fat appears to hinder the regeneration of 
liver cells—a process which usually follows injury 
rapidly and often proceeds to an amazing extent. 

Attempts have been made to decrease the lipids 
deposited in the liver by restricting the intake of fat 
and by forcing the ingestion of a high carbohydrate 
diet, supplemented with infusions of dextrose. These 
efforts resulted in some clinical improvement. A high 
protein diet has proved to be much more effective in 
the treatment of cirrhosis. Vitamins of the B complex 
are associated with proteins, chiefly nitrogen-containing 
compounds—such as the base choline—and amino acids. 
The sulfur-containing amino acid, methionine, appar- 
ently is necessary for the regeneration of cells; it also 
furnishes methyl groups and may serve as a precursor 
for choline. Choline, which acts as a lipotropic sub- 
stance, apparently is necessary for the mobilization of 
neutral fat through the formation of choline-containing 
phospholipids *; non-choline-containing phospholipids 
are also formed simultaneously but do not mobilize 
fat. The introduction of competitors for methyl groups 
(methyl acceptors) may decrease phospholipid syn- 
thesis in the liver and thus enhance the production of 
fatty liver. The action of choline or of methionine in 
effectively mobilizing lipids can be demonstrated by 
serial liver aspiration biopsies. Studies of the liver by 
this anatomic technic demonstrate that the addition 
of lipotropic substances in the treatment of liver disease 
does not effect improvement in all instances. This 
failure raises the question of whether a deficiency of 
lipotropic substances may exist in human beings and 
whether correction of the deficiency can be correlated 
with an increase in phospholipid formation, as well as 
disappearance of fat from liver cells. 

The application of the new isotopic technic has 
demonstrated that choline deficiency does occur in 
man.’ Biologic technics which utilize the rate of 
growth of bacteria as an indicator measure the excre- 
tion of choline in the urine after the body is saturated 
with the substance, but they do not measure the utili- 
zation of the lipotropic material. 

The normal range of phospholipid synthesis has now 
been determined in man.*° Considerable individual 
variation has been observed, but in a given person the 
rate of synthesis or turnover remains rather constant 
over a period of months. The synthesis of new 
phospholipids cannot be increased in the normal person 
by the administration of choline or methionine. 





4. Best, C. H., and Ridout, J. H.: Choline as a Dietary Factor, Ann 

Rev. Biochem. 8: 349-370, 1939. 
5. Cayer, D., and Cornatzer, W. E.: The Effects of Choline and 
Methionine on Phospholipide Formation in Patients with Liver Disease 
as Measured by Radioactive. Phosphorus, Science 109: 613-615 (June 17) 
1949. 

6. Cornatzer, W. E., and Cayer, D.: The Effects of Lipotropic Factors 
on Phospholipide Turnover in the Plasma of Normal Persons as Indicated 
by Radioactive Phosphorus, J. Clin. Investigation 2: 534-541 (May) 
1950. 
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In patients with chronic hepatitis (Laennec’s or 
atrophic cirrhosis) lipotropic deficiencies can often be 
demonstrated at the start of therapy.’ In an acute 
exacerbation the administration of a large dose of 
choline or methionine will cause an increase in syn- 
thesis of phospholipids. Once the deficiency has been 
overcome, the rate of phospholipid turnover remains 
rather constant for that individual, as long as the diet 
remains adequate and physiologic stress (alcohol intake 
and activity) is unchanged. In the interpretation of 
results in a disease which has so many variables, each 
subject must serve as his own control. Experiments 
by these technics over a period of months in patients 
with cirrhosis have shown that in this group phospho- 
lipid synthesis is in the low normal range. Occasionally, 
an old, small, scarred liver of chronic cirrhosis will 
show improvement in other functions—such as pigment 
metabolism or protein synthesis—without a change in 
rate of phospholipid synthesis or detectable anatomic 
change. Phospholipid synthesis must be a primitive 
function and one of the last to disappear in liver 
decompensation. 

In patients with acute virus hepatitis no lipotropic 
deficiency has been demonstrated and no alteration in 
the rate of phospholipid synthesis has been detected 
by the addition of methionine or choline to a treat- 
ment regimen.* No good evidence exists that a reduc- 
tion in protein intake is an etiologic factor in the 
disease or that stores of protein and lipotropic sub- 
stances are rapidly depleted by the infection and the 
temporarily reduced food intake resulting from nausea 
and anorexia. The liver in virus hepatitis is usually 
enlarged, and the anatomic changes can be readily fol- 
lowed by serial aspiration biopsies. Jaundice, in the 
presence of normal phospholipid turnover, indicates 
that all functions of the liver are not damaged simul- 
taneously in equal degree. Anatomic as well as physio- 
logic technics are necessary to assay the type and extent 
of liver damage. 

These important new studies may be immediately 
applicable to improvement in treatment of human dis- 
“ase. A deficiency in lipotropic substances apparently 
sets the stage for accumulation of fat in the liver. But 
how long an interval of time on a protein deficient 
diet is required in the absence of stress to produce 
a lipotropic deficiency? In rats the time is as short 
as five days, but no data are yet available for man. 
The rapid decrease in function and increasing serious- 
ness of the clinical condition of those with cirrhosis 
who go on week-end drinking sprees suggests that the 
time may be shorter than now suspected. Since stress 


7. Cornatzer, W. E., and Cayer, D.: The Effects of Lipotropic Fac- 
tors on Phospholipide Turnover in the Plasma of Patients with Cirrhosis 
of the Liver, as Indicated by Radioactive Phosphorus, J. Clin. Investiga- 
tion 28: 542-551 (May) 1950. 

8. Cornatzer, W. E., and Cayer, D.: 
Patients with Cirrhosis and Infectious Hepatitis: 


Phospholipid Synthesis in 
The Effects of Choline 


and Methionine as Measured by Radicactive Phosphorus, South. M. J. 
43:212-217 (March) 1950. 
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(anesthesia, trauma, infection) will induce a decrease in 
liver function in normal persons, one wonders whether 
it will prove possible to prevent liver damage by 
prophylactic administration of lipotropic and other sub- 
stances when stress can be anticipated. 

It may be possible to improve further the current 
regimen of treatment of chronic hepatitis by reducing 
the work now required of the liver. Energy is required 
to metabolize amino acids and to form urea from the 
nitrogen of the molecules. Experiments by the same 
group of investigators have indicated that in animals, 
at least, the stress of radiation from isotopic phos- 
phorus can be reduced in toxicity and the survival time 
increased by reduction of the protein content of the diet.” 
This observation suggests the interesting possibility 
that a decrease in the current high protein intake of 
140 to 150 Gm. per day might be feasible without a 
loss in efficacy of the treatment regimen, if lipotropic 
substances are furnished to the body. A high intake 
of vitamins, especially of the B complex and the 
unidentified trace substances which are present in crude 
liver, will probably have to be provided, but critically 
ill patients now being lost may be saved. 


ALVEOLAR CELL TUMOR OF THE LUNG 


Accumulated evidence within recent years has estab- 
lished that carcinoma of the lung arises in a bronchus; 
it is therefore referred to as bronchogenic carcinoma. 
A new entity, alveolar cell tumor of the lung, has 
recently attracted considerable interest because of its 
apparent origin from cells lining pulmonary alveoli, 
its multicentric origin and its striking morphologic 
similarity to “jagziekte” of sheep. The word “jag” is 
derived from the Dutch “jagt,” which means drive, and 
“ziekte,’” which means sickness; the combination of the 
two is meant to indicate that the initial symptoms 
become first noticeable when the animals are driven for 
some distance. In the United States the disease is 
known as “Montana chronic progressive pneumonia.” 
This pulmonary adenomatosis has also been observed in 
horses and in guinea pigs. Alveolar cell tumors in 
human beings were variously described as “primary 
multiple carcinoma,” “multiple nodular carcinoma,” 
“alveolar cell carcinoma” and, more recently, “alveolar 
cell tumor.” This neoplasm does not resemble any 
other pulmonary growth. The tumor presents itself 
in two forms, as a multiple nodular, or miliary, type 
and a diffuse, or pneumonic, type. 

Malassez in 1876 gave the first description of a 
multiple nodular alveolar cell tumor. The literature 
now contains 52 cases, in 49 of which the disease was 





9. Cornatzer, W. E.; Harrell, G. T., Jr.; Cayer, D., and Artom, C.: 
Subacute Toxicity of Radioactive Phosphorus as Related to the Composi- 
tion of the Diet, Proc. Soc. Exper. Biol. & Med. 73: 492-495 (March) 
1950. 








diagnosed post mortem, while in only 3 was the diag- 
nosis made from a histologic study of the surgically 
removed specimen. 

Wood and Pierson ' reported the first case in which 
the disease was diagnosed ante mortem. The removed 
lower lobe of the right lung in their patient grossly 
resembled noncaseating disseminated miliary tubercu- 
losis. Microscopically the most prominent feature was 
the multicentricity of hyperplastic columnar epithelial 
cells lining the alveolar walls, showing all degrees of 
proliferation from simple lining to papillary and cyst- 
adenomatous arrangements. There was striking preser- 
vation of alveolar stroma devoid of epithelial invasion. 
Only hyperplastic alveolar changes were found, none 
heing present in the bronchi. Drymalski and _ his 
co-workers * reported three cases, one of which is the 
second recorded surgical specimen of this condition. 
Delarue and Graham * reported the third patient treated 
surgically. These authors were likewise impressed with 
the multicentric nature of the lesion and felt that the 
term “alveolar cell carcinoma” properly described the 
condition. Ikeda* reported three cases with post- 
mortem diagnosis. Laipply and Fisher * described two 
cases of pulmonary alveolar cell tumor of the lung. 
One of these was a case of a diffuse alveolar cell adeno- 
matosis with two foci of cancerous change; the second 
was an instance of a bilateral multiple nodular alveolar 
cell carcinoma. In both instances the clinical signs and 
symptoms were those of chronic pulmonary disease 
with failure of the right side of the heart. These 
authors emphasize the striking similarity of morpho- 
logic features between alveolar cell tumors of man and 
similar lesions in sheep, mice, horses and guinea pigs. 

Good and his co-workers*® have observed eight 
patients with alveolar cell tumor of the lung at the 
Mayo Clinic since 1943. These patients were treated 
surgically. They found four additional cases in their 
files in which the diagnosis was made at necropsy. The 
most valuable single aid in the diagnosis of the tumor, 
the authors found, was the cytologic examination of 
sputum or of bronchial secretions. Operation, in their 
opinion, is the only effective treatment. It is indicated 
whenever the lesion is localized in one lung or one lobe 
of the lung. 


1. Wood, D. A., and Pierson, P. H.: Pulmonary Alveolar Adenoma- 
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The problems with respect to genesis of the tumor 
pertain to (1) existence or persistence of epithelial cells 
in the lining of alveolar spaces, (2) similarity to 
“jagziekte” or pulmonary adenomatosis in animals and 
(3) etiology. The presence of lining cells in the 
pulmonary alveoli has been the subject of many contro- 
versies. Human embryologic studies suggest that the 
epithelial lining of the terminal vesicles begins to 
disappear about the end of the fifth month of fetal life. 
The epithelium of the respiratory tract in the adult 
appears to terminate more or less abruptly at the begin- 
ning of the alveolar ducts. Neubuerger and Geever‘ 
point out in their review that three views exist at 
present: 1. The alveoli in the adult have a continuous 
epithelial lining. 2. The alveoli have a discontinuous 
epithelial lining in the form of isolated cells or nests in 
the niches between the capillaries. 3. No true lining 
exists, but the capillaries are contained in a ground 
substance with occasional “septal cells,” probably of 
mesenchymal origin. It is agreed, however, that under 
certain pathologic conditions the alveoli have a definite 
lining. Arkin and Wagner, Fried and Geschickter 
objected that there can be no carcinoma primarily in 
the alveoli since they have no epithelial lining. Neu- 
hbuerger considered that the alveolar lining as seen 
under pathologic conditions develops from mesenchymal 
septal cells and that a continuous developmental rela- 
tion exists between the occasional production of lining 
in inflammatory conditions, on the one hand, and the 
alveolar cell tumor, on the other. He refers to a study 
by Jane Oppenheimer * concerning the specificity of the 
germ layers. On the basis of important contributions in 
this field she has concluded that the doctrine of the 
absolute specificity of the germ layers as enunciated in 
the last century must be abandoned. The germ layers 
are probably capable under certain conditions of under- 
going variations. ‘ Neubuerger concludes that the possi- 
hility of mesenchymal cells giving rise to tumor with 
epithelial-like cellular elements cannot at present be 


rejected. 


ERYTHEMA NODOSUM 


Erythema nodosum is in most cases so typical that 
diagnosis does not present any difficulties, but there 
are questionable borderline cases. The concept that 
it is associated with tuberculosis now seems prevalent. 
Holmdahl' concludes that the primary infections seem 
to be combined with erythema nodosum to about the 
same extent during the various periods of childhood, 
7. Neubuerger, K. T., and Geever, E. F.: Alveolar Cell Tumor of 
the Human ‘Lung, Arch. Path. 33: 551-569 (April) 1942. 

8. Oppenheimer, J. M.: The Non-Specificity of the Germ-Layers, 
Quart. Rev. Biol. 15: 1-27 (March) 1940. 


1. Holmdahl, K.: Course and Prognosis in Primary Tuberculosis with 
Erythema Nodosum in Children, Acta tuberc. scandinay, (supp. 22) pp. 
178 705 
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EDITORIALS 
with the exception of the first years of life. On com- 
parison of “invertors” with cases of primary tuber- 
culosis accompanied by erythema nodosum, the risk of 
pleurisy and postprimary pulmonary tuberculosis seems 
to be greater among the erythema nodosum cases. If 
cases of hilar adenitis with and without erythema 
nodosum are compared, it is not possible to demon- 
strate a significant difference. It seems that primary 
tuberculosis gives similar symptoms in children and in 
adults but with advancing age gives increasingly less 
pronounced primary changes. Healing is more rapid in 
older children, while the risk of the development of 
meningitis seems to be higher in cases with extensive 
hilar adenitis changes. Invertors with primary changes 
run a greater risk of contracting pleurisy and pul- 
monary tuberculosis than invertors without primary 
changes. There is considerable risk of the develop- 
ment of postprimary tuberculosis in adults as well as 
children, but the risk of meningitis seems to decrease 
with advancing age. The opposite seems to apply to 


postprimary pulmonary tuberculosis. It is clearly 
apparent that the risk of development of pulmonary 
tuberculosis is greater for invertors in adulthood than 
This is also the case in primary tuber- 


Exudative 


in earlier life. 
culosis associated with erythema nodosum. 
pleurisy, except for first years of life, is a common 
complication in childhood as well as in adult life. The 
risk of incurring pleurisy following primary infection 
is somewhat greater in adults than it is in children. 
Holmdahl followed 657 patients with primary tuber- 
culosis with erythema nodosum from birth to 16 years 
and found that 52.2 per cent acquired their primary 
infection between birth and 7 years of age. Phlyctenu- 
losis occurred in 6.5 per cent of cases of erythema 
nodosum. The mortality from postprimary tuberculosis 
was greatest among those cases of primary tuberculosis 
which were the result of intrafamilial infection. In 
537, unquestionable primary tuberculosis was present. 
Hilar changes were established in 94.7 per cent and 
parenchymal pulmonary changes in 59.8 per cent. 
Thirty-two patients (4.9 per cent) died of tuberculosis, 
and in 147 (22.4 per cent) one or several forms of post- 
primary tuberculosis developed. There were 17 cases 
of tuberculous meningitis, 1 case of miliary tuber- 
culosis without meningitis, 83 cases of exudative 
pleurisy, 50 cases with certain and 17 cases with doubt- 
ful postprimary pulmonary tuberculosis. All of the 
patients in whom tuberculin tests were completed were 
still tuberculin positive after a mean period of 14.5 
years. There were 14 deaths from causes other than 
tuberculosis, and tuberculosis was not contributory to 
these deaths. The observed prognosis was less favora- 
ble in those cases of primary tuberculosis with erythema 


nodosum in which primary tuberculous changes were 


AND 


COMMENTS 1569 
demonstrable and in which the course of the primary 
changes or the rise in sedimentation rate was protracted. 

Stimulated to an interest in erythema nodosum by 
Arvid Wallgren, Rollof? points out that the various 
theories of etiology of erythema nodosum are not in 
agreement. Some consider it a disease caused by a 
Specific virus, while others consider it an accidental 
phenomenon of allergic nature in different diseases. 
The occurrence of erythema nodosum in association 
with various drugs may prove helpful, and Rollof notes 
the significance of sulfathiazole in children mainly with 
reference to primary tuberculosis. Accordingly 706 
patients were studied: 231 were tuberculous and 475 


were nontuberculous. Of the latter, 98 were BCG 
vaccinated and tuberculin positive and the remainder 
were tuberculin negative. All the nontuberculous 


patients had had some other infection for which they 
had heen treated with sulfathiazole. Erythema nodosum 
following sulfathiazole therapy occurred in 129 cases, 
of which 105 (81.4 per cent) were tuberculous and 24 
(18.6 per cent) nontuberculous. Among tuberculous 
cases, sulfathiazole erythema nodosum occurred in 45.5 
per cent; among nontuberculous it occurred in 5.1 per 
cent. The difference is considered statistically sig- 
nificant. The incidence of erythema nodosum in cases 
of primary tuberculosis was higher when sulfathiazole 


‘was administered, either therapeutically or experi- 


mentally. The frequency of erythema nodosum follow- 
ing sulfathiazole therapy is inversely proportional to the 
The more recent 


It could not be 


duration of the tuberculous process. 

the process, the higher the frequency. 
concluded with certainty that there was a 
between the development of erythema nodosum follow- 


relation 


ing sulfathiazole therapy and either the activity of the 
tuberculous process or the presence of “multiple infec- 
tion,’ such as beta-hemolytic streptococci in the throat. 
There was no evidencé that erythema nodosum resulted 
from hypersensitivity to sulfathiazole. Erythema 
nodosum can develop in association with treatment 
with other sulfonamides, but frequency is low compared 
with that associated with sulfathiazole therapy. No 
difference was observed between the lesions of sponta- 
neous erythema nodosum and those of erythema 
nodosum following sulfathiazole therapy, although in 
the latter the lesions clear up rapidly when the drug is 
discontinued without passing the color phases of the 
spontaneous type. Perhaps spontaneous erythema 
nodosum and erythema nodosum following sulfathiazole 
therapy is a manifestation of an allergic phenomenon 
caused by some kind of infection, the sulfathiazole acting 
the part of a provocative fact, but no evidence is pre- 
sented to explain its action. 


a. Rollof, Ss. B.3 u J s 1 ‘ 
zole in Children: A Clinical Investigation with Special e 
Primary Tuberculosis, Acta tubere, scandinav. (supp. 24) pp. 1-215, 


Erythema Nodosum in Association with Sulphathia- 
Reference to 
1950. 
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THE PRESIDENT’S PAGE 


A NEW YEAR’S MESSAGE 


Although as this is being written I am hoping that 
all of you will have a joyful and blessed Christmas, the 
publication date of this issue permits me only to extend 
to you my sincere best wishes tor a happy and very suc- 
cessful New Year. 

It is going to be an eventful year a year of 
momentous importance to the medical profession and 
to the world. Grave international problems must be 
faced and solved. Every American must devote himself 
with renewed vigor and earnestness to whatever his task 
may be. 

It is incumbent on the medical profession as a whole, 
and doctors individually, to be especially alert, especially 
active. Our professional position is not, as we have 
long sinc learned, one of isolation. It is integrally and 
indivisibly a part of the structure of 
American public life. The medical 
profession now has the public con- 
fidence in higher degree than ever 
before, because it went to the people, 
told the truth and revealed state 
socialism for the universal danger it 
is. We can be proud of that, but we 





must live up to it. 

The coming year will be one of 
new regulations, new restrictions; of 
growing economic problems and inter- 
national crises. We will be living 
under government controls necessary 
to the defense of our liberties—and 
we probably will be living under those 
controls for some years to come. All the more impor- 
tant, then, that we think straight and talk straight, and 
that we have a sound understanding of world and 
national affairs , 

The progress of American medicine in 1951 will be 
great, indeed, if we continue the historic advances made 
during this past year. I think I know how the ancient 
god Janus felt, looking forward and backward at the 
same time, because I can see so much in the past that 
portends so much in the future. 

One weak sector in medicine’s front line, unfortu- 
nately, has been organized labor. Not the men and 
women themselves, but the officials who rule the unions. 
Union men and women have expressed themselves in no 
uncertain terns as being opposed to communism and 
the deadening hand of socialism. They defied their 
leaders in last November’s election and supported those 
candidates whom their leaders were most viciously 





opposing. Among the rank and file are strong allies for 
medicine, and we must make it one of our 1951 resolu- 
tions that their friendship shall not be neglected. 

But splendid as this grass roots support is, I find 
even more gratifying the courageous and challenging 
statement by William L. Hutcheson, General President, 
United Brotherhood of Carpenters and Joiners of 
America, that he and his powerful, highly respected 
union stand shoulder to shoulder with the doctors of 
America in opposing socialized medicine and all forms 
of state socialism. Mr. Hutcheson’s action will be a 
landmark in our continuing campaign against the evils 
of governmental control of medical care, and it opens to 
all of us a whole new field of work on the local level. 
It is a cheering note, and a challenge, for 1951. 

Another milestone was passed in 
1950. When the Board of Trustees 
voted unanimously to appropriate 
$500,000 as the nucleus of a private 
fund to provide financial aid for medi- 
cal schools, it at once threw a stinging 
rebuke at the critics of American medi- 
cine and set the keynote for the com- 
ing year. 

The apprepriation is solid, material 
proof that the medical profession is 
not just fighting against something, 
but is, and has been, doing positive 
things. The advancement of medical 





education is not a new activity of 
the American Medical Association, of 
course. Annually the Association spends a quarter 
of a million dollars for that purpose through its Council 
on Medical Education and Hospitals. But the new 
fund will provide a vehicle for private financing of our 
medical schools, and can end forever the arguments 
that federal funds are their only salvation. Here again 
is a cheering note and a challenge. We must extend 
to ail of our communities the drive for contributions 
from private sources. 

Yes, the past year has been a great awakening, a great 
reaffirmation of faith in fundamental American liberties. 
It is my prayer that we all may be given the strength 
and the courage and the wisdom to do our parts as good 
Americans and to keep ever alive that internal fire that 
is the last hope of all free men, the last beacon of liberty 
in a darkening world. 

Ecmer L. Henperson, M.D. 
Louisville, Ky. 
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WASHINGTON NEWS 


(From the Washington Office of the American Medical Association) 


Local Health Units 


The legislative situation regarding federal aid to local public 
health units has undergone significant change. Once bill passed 
the Senate in 1949 (S. 522), and another (H. R. 5865) was 
tabled by the House Rules Committee early this month when 
the chairman of the National Security Resources Board failed 
to appear to testify for it. The American Medical Association, 
while consistently approving the objective, opposed this legisla- 
tion on the ground that it gave the federal administrator too 
much authority and that the definition of “public health 
services” was not sufficiently restrictive. Now, however, a new 
bill has been introduced which emphasizes the civil defense 
aspects of local public health units and to some extent corrects 
features to which the Association objected. 

The revised legislation was introduced by Representative 
Percy Priest (Democrat, Tennessee), a member of the medically 
important House Interstate and Foreign Commerce Committee 
and chairman of its Health Subcommittee. Mr. Priest's bill 
(H. R. 9914) is designed to “provide basic full time public 
health services as rapidly as practicable in all areas of the 
nation and particularly in national defense areas, and in the train- 
ing of all types of personnel for local public health unit work.” 
Programs would be assisted by federal funds but subject to 
supervision by the state health authority or department of health. 
The Surgeon General of the United States Public Health 
Service would set certain minimum standards of professional 
personnel and services, which state plans would have to meet 
before approval for participation. - Before issuing these regula- 


tions, the Surgeon General would be expected to consult with 


state health authorities, and he would be required to consult 
with them before making any later revisions. The state would 
have to present evidence that it would extend coverage “as soon 
as practicable” to all national defense areas, as defined by the 
Surgeon General after consultation with other federal officials 
concerned with civil defense. Furthermore, the local units would 
have to be sound financially, each would have to service an area 
with sufficient population and resources to assure continued 
financial support. Other restrictions: Funds allocated to 
states for public health units would have to be used for such 
units and for no other purpose, and other federal grants to 
states could not be turned over to health units and counted 
as a state contribution. Appropriations for continuation of the 
program would not be authorized after the present national 
emergency is terminated. 

Under H. R. 9914, public health services are restricted to 
health education and information, laboratory services, vital sta- 
tistics, communicable disease control, environmental sanitation, 
maternal and child health and training of personnel for local 
public health work or other aspects of preventive medicine. 
Public health units would be specifically forbidden to engage 
in medical or dental treatment except as necessary for com- 
municable disease control or to meet epidemic or other 
emergency situations. 

Like earlier bills on the subject, H. R. 9914 provides for fed- 
eral money to be distributed to local public health units through 
state health authorities, applying a formula which would give 
poorer states proportionately more federal money. However, 
federal contributions could not exceed $1 per capita in any local 
unit, regardless of the amount per capita contributed by state 
and local sources. Under the formula, federal contributions 


would be less than 50 cents per capita only in states where the 
state’s per capita income exceeded the average national per 
capita income. 

A week after Mr. Priest introduced his new bill, the Federal 
Security Agency released a new pamphlet, “Your Best Buy,” 
which “tells something of the services, staff and financing needed 
for a satisfactory local health program and explains how 


investment by a community in such a program helps buy health 
protection for its citizens.” In popular language it explains how, 
for $1.50 per person from local and federal funds, a community 
may maintain the basic public health services. 


Blood Collection by Red Cross 


Between now and July 1, the Red Cross estimates that it will 
have to arrange for the full time or part time services of at 
least 50 physicians to supervise blood-collecting centers and 
handle mobile units. An indication of the scope of the Red 
Cross blood program came when the Defense Department 
announced that it was turning over $3,000,000 to the Red Cross 
immediately and that an additional $9,000,000 had been set aside 


‘for future financing of the program. Money will be expended 


solely for the new plasma stockpiling program and for collec- 
tion and handling of whole blood for overseas shipment to the 
armed forces. Defense Secretary Marshall pointed out that all 
costs incident to collection and shipment of blood for the armed 
forces from the beginning of hostilities in Korea to Dec. 1, 
1950, have been paid by the Red Cross but that now “the new 
and greatly expanded program requires additional funds beyond 
the planned budgetary estimates of the Red Cross.” In addi- 
tion to servicing the armed forces, the Red Cross blood pro- 
gram will have to supply large quantities of stable blood 
derivatives for civil defense stockpiling, pending the possible 
approval and production of substitutes. It is understood that 
the Red Cross plans to set up 20 additional centers, similar to 
those in use in World War II. An effort will be made to 
enlist the help of physicians in the local communities on a part 
time basis, for which they may be compensated. If this is not 
successful, the Red Cross will ask the military services to 
assign physicians to it, following the procedure resorted to at 
some stages in the last war. 


Note to Doctors Returning to Military Service 


At this writing the House has passed and the Senate is . 
expected to pass a bill (H. R. 9911) providing $10,000 term 
National Service ‘Life Insurance without cost to servicemen. 
However, $10,000 is the limit—your beneficiary would not be 
eligible to receive any NSLI in excess of this amount, even 
though you may have kept in effect in another form all or part 
of the $10,000 optional NSLI available during your previous 
service. Regulations undoubtedly will be prepared to simplify 
the procedure for holding in abeyance your present NSLI policy 
while you are in service and covered by the new $10,000 policy. 


Scientific Manpower Advisory Committee 


The National Security Resources Board's Scientific Man- 
power Advisory Committee is ready to function, with appoint- 
ment of 11 members. The chairman is Charles A. Thomas, 
executive vice president of Mansanto Chemical Co. Members 
are: Chester I. Barnard, president of the Rockefeller Founda- 
tion and General Education Board, New York: J. Douglas 
Brown, dean of the faculty, Princeton University; Vannevar 
Bush, president of Carnegie Institution, Washington, D. C.; 
Ralph Connor, vice president of Rohm and Haas Company, 
Philadelphia; Lee DuBridge, president of California Institute 
of Technology, Pasadena, Calif.; Everette Lee De Golyer, oil 
geologist, engineer and consultant, Dallas, Texas; Jacob Dever, 
Major General, U. S. Army (retired), Washington; Gordon 
Gray, president of University of North Carolina, Chapel Hill; 
Ben Moreell, board chairman and president of Jones and 
Laughlin Steel Corporation, Pittsburgh; J. C. Warner, presi- 
dent of the Carnegie Institute of Technology, Pittsburgh, and 
Harry A. Winne, vice president of General Electric Co., 
Schenectady, N. Y. 
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The Committee will make recommendations to guide NSRB 
chairman W. Stuart Symington in formulating policy “regard- 
ing the maximum contribution to national defense from the 
nation’s scientists, engineers and other technical personnel.” In 
general it will not be concerned with the medical profession, 
where the authority is Dr. Howard Rusk’s NSRB Advisory 
Committee. However, the understanding now is that the 
scientific manpower committee will have jurisdiction over certain 
classifications of scientists and technicians employed by or 
associated with medical schools and laboratories. 


Field Tests of Equipment 


The Army is making final on-the-spot field tests of improved 
medical equipment and drugs in Korea. Two Army physicians 
and a civilian consultant are in Korea checking the effectiveness 
of several new types of equipment with a view to general 
standardization for use throughout the Army. Lieut. Col. 
Edwin J. Pulaski and Major Curtis P. Artz of Brooke Army 
Medical Center, Fort Sam Houston, Texas, and Dr. Henry 
K. Beecher, consultant in anesthesia, Massachusetts General 
Hospital, Boston, will spend about six weeks in Korea testing 
the new devices and drug combinations. 

Here are some of the projects they will evaluate : 

1. Injection devices that may be discarded after use. One is 
a sterile needle attached by a rubber tube to a glass container 
partially filled with the drug. Part of the container is occupied 
by helium gas under pressure. Once the seal is broken and 
the drug injected, the glass can be thrown away. The other 
disposable needle is a syrette, the needle of which is attached to 
a tube of morphine or morphine substitute. A plastic top cover- 
ing the needle is unscrewed and a shield inserted to break open 
the top of the tube, releasing the fluid. 

2. A stainless steel bone pin replacing a cast in cases of a 
broken thigh bone. The pin is inserted in the end of the broken 
hone, through the marrow cavity, allowing the patient to become 
ambulatory sooner and permitting bone structure to form more 
rapidly. 

3. Portable x-ray machines and accessories. Since World 
War II these have become lighter in weight and more flexible, 
making possible earlier determination of the extent of injury. 

4. Portable, lightweight anesthesia machines for field service. 

5. Two oversized wound or burn dressings for first aid use 
that can be left on the patient for as long as.14 days. (Present 
dressings must be changed every day or two.) Bandages are 
five times as large as any now in common use. 

“Gunshot” injections of a combination of drugs. Penicillin 
und chloramphenicol have been used in combination before, but 
now streptomycin, aureomycin and terramycin have been added 
to the one-shot injections. It is known that singly these drugs 
combat different bacteria to varying degrees. By injection of 
the drugs in combination, the scope of attack on unknown 
bacteria is increased. The combination of drugs used depends 
on the location of the wound. 

7. Pituitary adrenocorticotropic hormone (ACTH) used to 
retard growth of fibrous tissue, particularly in scarring wounds 
where growth may choke the nerve and interfere with its func- 
tion. This decrease in scar formation could be of advantage in 
wounds to the eye, for example, where a small scar may produce 
blindness. 


Chemicals in Foods 


3ecause it wants to continue its investigation, the House Com- 
mittee on Chemicals in Foods is not making specific recom- 
mendation for legislation in its interim report. The report says 
the committee wants an additional grant and more time to take 
testimony, particularly from scientists on the West Coast. Also, 
the plan is to take two full days of testimony from Department 
of Agriculture experts, who so far have not been heard. If 
the money is granted, the committee probably will reopen 
hearings in January. The committee is attempting to learn to 
what extent humans are affected by continuous absorption of 
residue from insecticides and pesticides and of chemicals used 
in the processing of foods. When it has completed its hearings, 
the committee probably will recommend more rigid federal 
controls over such substances. 
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At its last hearing in December, the committee received 
testimony from Dr. William J. Darby of Vanderbilt University 
School of Medicine, representing the Council on Foods and 
Nutrition of the A. M. A. Dr. Darby first discussed the role 
of the Council, explaining that members are appointed because 
of their knowledge of nutrition, foods and health, that they 
serve without pay and that no charge is made for the services 
of the Council and its staff. 

Dr. Darby read to the committee the Council's definition of a 
wholesome food, and said, “The Council recognizes the impor- 
tant advantage of the proper use of such agricultural aids as 
pesticides and of certain of the intentional chemical additives. 
It holds, however, that proper information concerning the 
toxicological effects and the possibilities of residues in food- 
stuffs, methods of detection and assay, must be developed before 
a pesticide which is likely to find its way into foodstuffs is 
permitted to be marketed.” At earlier hearings, Committee 
counsel had referred to a statement of caution about new 
chemicals, appearing a year ago in THE JouRNAL. Dr. Darby 
said, “Since the acceptance of this statement (by the Council) 
progress has been made and those manufacturers of pesticides 
who supported this work are to be congratulated.” However, he 
warned, “If the findings of this Committee’s hearings reveal that 
adequate controls and safeguards are nonexistent or are not 
supplied by existing methods of voluntary control, it is recom- 
mended that practical measures be evolved which will serve to 
safeguard the food supply.” Dr. Darby did not endorse or 
propose any specific type of control. 


Legislative Notes 


Several amendments from the floor proposing appropriations 
for health services lost out when the House passed H. R. 9920, 
the supplemental appropriations bill. Eliminated: $75,000,000 
to restore to $150,000,000 the 1950-1951 authorization for hos- 
pital construction grants, $2,600,000 which would finance the 
two new institutes of Arthritis and Metabolic Diseases and 
Neurological Diseases and Blindness; and a proposal to assist 
states in the event of major disasters, including the furnishing 
of emergency medical services by federal departments. ous 
In approving the supplementary military appropriations bill 
(H. R. 9893), the House Armed Services Committee deleted 
$800,000 for an Air Force Medical Center but allowed Army 
Medical Service $8,663,200 for new construction and Navy 
$478,000 for medical facilities. At this writing, it appears 
certain the new Federal Civil Defense Administration will be 
approved by Congress; this legislation has far reaching medical 
aspects, including regional stockpiling of medical and surgical 
supplies by the United States and establishment of a network 
of health offices. Introduced in the House: H. R. 
Res. 294, to establish a civilian fitness and training program. 
This would be voluntary and could be established under Veterans 
Administration, Public Health Service or other agency desig- 
nated by the President. The bill was referred to the House 
Interstate and Foreign Commerce Committee, but no action is in 
sight. 


Notes 
? 


This fiscal year $499,000 will be distributed among the 42 
medical schools participating in Institutes of Mental Health 
programs for undergraduate instruction in psychiatry 
Public Health Reports vol. 65, no. 49, contains part one of the 
report of the annual American Public Health Association meet- 
ing. . . . The Atomic Energy Commission, University of 
Rochester Medical School and five Rochester (N. Y.) hospitals 
are cooperating in a new plan for distribution of radioisotopes 
for clinical and diagnostic use in that area. AEC explains that 
“materials will be standardized in the ‘hot’ laboratory maintained 
at the Medical School, and doses will be measured, transported 
to the hospitals, administered to patients and urine collected 
and counted in accordance with well established technics which 
will provide adequate safeguards both for patients under treat- 
ment and for hospitals and laboratory personnel.” 

FSA has listed state and local vacancies for mental health 
personnel. Openings for psychiatrists, psychologists, social work- 
ers and mental health nurses. 
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WHAT THE COMMUNITY EXPECTS OF THE 
DOCTOR 


LOUIS B. SELTZER 
Cleveland 


It has been said that everyone in the world thinks that he 
could run a railroad or edit a newspaper better than the job 
is being done. Most people would admit, I think, that they have 
no idea of how one goes about removing a gallbladder or an 
appendix. Doctors are usually surrounded by frightened patients 
and dutiful nurses and I suspect that you are more accustomed 
to giving advice than to receiving it. I want, therefore, to inject 
a word of caution at the beginning of these remarks. All of 
you, I am sure, know the story of the two psychiatrists who 
were walking through the lobby of the medical co, when 
a third doctor came by and exclaimed pleasantly, “Good morn- 
ing.” The one psychiatrist turned to the other with a worried 
look and said, “I wonder what he meant by that.” 

I trust, therefore, that you will accept my assurances that my 
words mean what they plainly say and nothing more. They con- 
ceal no hidden meanings. All of this sounds as though I were 
getting ready to scold you. Actually nothing is further from my 
purpose. I intend to spend most of my time this evening saying 
nice things about you, things which I mean from the bottom 
of my heart. But I shal! also discuss some problems with you 
openly and frankly. 

Cleveland, like a lot of other cities in this part of the United 
States, was buried under an avalanche of snow last week. ‘A 
business acquaintance of mine called up the owner of a snow 
plow to find out if he could get the snow cleared out of his 
driveway. The answer was, “I'll get around to your house 
tomorrow or the next day, if I can. Today I’m cleaning drive- 
ways for doctors only.” 

In that incident you can find every aspect of the complex rela- 
tion of the medical man to his community. It indicates that the 
community accords a special place to the medical man and 
simultaneously makes special demands on him. It indicates the 
realization that the community is in desperate need of its medical 
men. But it also shows that at a time when most members of 
the community are content to settle down in an easy chair before 
the fireplace, they expect the medical men to plow through six- 
foot snowdrifts, if necessary, to answer the call of duty. 

Your conference this week is devoted to the subject of effec- 
tive county medical society public relations. I think back to the 
doctors who were in general practice in my boyhood. Since the 
medical profession is frequently a hereditary affair, those gen- 
eral practitioners of a generation ago probably included the 
fathers of many of the men in this room tonight. 

I cannot help thinking how they would be puzzled by the sub- 
ject of your discussion. The family doctor of a generation ago 
was more than a physician. He was a friend of the family and 
a tower of strength to it. He practiced psychiatry before that 
specialty had been invented. The whole family felt better when 
he walked in the front door. He delivered babies into the world, 
watched them grow up and get married and delivered their 
babies in turn. How he would have scratched his head in 
bewilderment at talk of public relations. 

I mention this to call your attention to the fact that the family 
physician of a generation ago had the world’s finest public rela- 
tions without knowing it. And your goal today should be to 
seek the same kind of relation with the members of the com- 
munity that he had. I think I am as well aware as you are of 
the difficulties involved. We no longer live in the horse-and- 
buggy age. We live in the age of the automobile and the air- 
plane. Life is more complex; cities are larger, and medicine 
is more complex. 

I realize that the x-ray specialist, whose value lies in the fact 
that he can see things on an x-ray plate more clearly than any- 
one else, has no time for cultivating the family relations that 
made the general practitioner of a generation ago the beloved 
figure that he was. Many branches of modern medicine can be 
carried on only by specialists with the aid of the complex organi- 
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Diagnosis often requires com- 
plex chemical tests. They are grow ing more complex as 
radioactive isotopes become part of the picture. Thus it is that 
one more specialty, that of public relations, must be added to 
the other specialties in the field of medicine. 

You doctors when called to treat a patient begin by examining 
him. You make a diagnosis in which you squarely face the facts 
as they are disclosed to your eye and your diagnostic tests. | 
think you must face the problem of public relations in the same 
spirit. You must begin with a diagnosis. 

The other day I heard of a southern hospital where a patient 
was given an injection of penicillin on arrival. If he wasn't 
cured in 12 hours, they examined him. I don’t believe the 
story. I don’t believe that anyone would run a hospital that 
way. But all too often, public relations are handled that way, 
and it is a mistake. As I have said, public relations must start 
with a diagnosis. You must start by looking for the answer to 
a question. And that question is contained in the subject 
assigned to me for discussion tonight, namely, “What the 
Community Expects of the Doctor.” 

The conduct of your public relations program will become a 
matter of simple operational technics, if you have the right 
answer to that question. Without benefit of an M.D. degree. 
but on the basis of 35 years’ experience in the newspaper busi- 
ness, I shall try to make that diagnosis for you. You are 
privileged, of course, to disagree with me. 

The first thing that the public expects is the best that modern 
medicine has to offer. I shall not take any of your time recount- 
ing the achievements of twentieth century medicine. You know 
that wonderful and magnificient story far better than I do. But 
side by side with this magnificent advance of medical science 
has come a new appreciation of health on the part of the public. 
Never in the history of the world have the people of a nation 
been so acutely aware of the importance of health. 

No newspaper is complete without its syndicated column of 
medical information. The great metropolitan dailies and the 
press associations employ highly trained and competent science 
writers to report on the news of medical meetings and medical 
achievements. In the terminology of the advertising expert, the 
\merican public is health conscious as never before. Being 
aware of the best in medicine, the public naturally wants it. 
I do not think that anyone will be inclined to regard this as 
unreasonable. After all, each one of us wants the best possible 
medical advice and care for ourselves and our families. 

‘Moreover, from the national point of view, health is morc 
than a personal matter. It is a national asset. Our national 
security depends in large part on it. Health has an economic 
value. We can express the cost of disease in terms of lost 
productivity on the farm and in the factory. If we wish, we can 
state it in terms of dollars and cents as well as in terms of 
human suffering and misery. Most of the problems of a public 
relations nature with which you must deal grow out of the fact 
that there are a considerable number of persons who feel that 
they are not getting the full benefits of modern medical progress 
or that the cost of those benefits is too high. This, I think, is 
your central problem. 

I know that the great majority of American doctors, perhaps 
99 per cent oi them, are sincere, honest, capable practitioners of 
medicine, motivated by the highest ideals of the profession. And 
that is why I am going to make the next statement. The public 
has so high a regard, so sincere a veneration for the honest and 
competent physician that you cannot afford to protect the doctor 
who is not faithful to his vows and to the highest ideals of 
the profession. 

I understand that county medical societies everywhere are 
setting up grievance committees to listen to those patients who 
think that they have been overcharged or have not received 
the consideration that they believed was due them. This is a 
step in the right direction, and it is extremely important that 
such grievance committees function forcibly and fearlessly. 

All too often the medical profession is accused of protecting 
the incompetent and unscrupulous doctor on the basis of some 
notion of professional solidarity. It is not in your interest or 
the interest of the public to protect the doctor who charges 
exhorbitant fees, who neglects the best interests of his patients. 
who fails to keep abreast of the tide of medical progress. 


zation of the modern hospital. 
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A few weeks ago I was asked to address the Cleveland Bar 
Association, and I reminded them that they had this same prob- 
lem in their profession. As lawyers they are officers of the 
courts. They have a special duty to preserve the rights of the 
people and the machinery of democracy. They must be zealous 
in keeping their own house clean. The same thing applies to 
you. - You, too, have special privileges and special obligations. 
You are the only ones that may prescribe a powerful drug or 
wield the surgeon’s knife. Therefore you must guard the stand- 
ards of your profession. You must come to grips with the prob- 
lem of what to do with the small percentage that would turn 
the practice of medicine into a racket. 

I think that the next thing that the public expects the medical 
profession to do is to recognize that the subject of medical care 
is not the exclusive domain of the medical profession. It is the 
primary concern of every citizen. All too often the medical 
profession leaves the impression that it regards the discussion of 
a medicah problem by a nonmedical speaker or w riter as an 
unwarranted interference with the practice of medicine. 

Physicians have entered the field of politics. I am revealing 
no secret when I say that. I have noted the part the doctors 
of Florida played in the defeat of Senator Claude Pepper. I 
want you to know that I approve of doctors taking an interest 
in politics. I also approve of lawyers and business men and 
labor leaders taking part in politics. The survival of Ameri- 
can democracy requires that everyone take an interest in politics. 
I also want you to know that I approve wholeheartedly of your 
opposition to socialized medicine. I want you to know that I 
shall not be in favor of socialized medicine until the day arrives 
that I am also in favor of socialized newspapers. I hardly 
anticipate the arrival of that day. 

But you must realize that in entering politics you are laying 
yourselves open to the kinds of attacks that characterize politics 
and you must be prepared for it. Also, you must see to it that 
your entry in politics does not merely turn you into one more 
pressure group concentrating its attention on the achievement of 
its own selfish aims. The only excuse for your entry into 
politics is to protect both yourselves and the public from unwise 
legislation and political action and further to exert your 
influence on behalf of measures that are in the interest of the 
public. 

The avoidance of the evils of socialized medicine is a basic 
necessity. But it is no solution to the many problems that cry 
out for solution. I shall not attempt to enumerate all of them. 
Besides, you know them better than I do. One of them is the 
problem of the financial plight of the nation’s medical schools. 
I am told that the medical schools of the nation will end the 
year with a deficit of about $10,000,000. If true, this is far 
from a healthy situation. 

There is also the problem of getting into medical schools. As 
an editor, I am besieged every year with the tales of students 
who applied for medical schools and were turned down. I know 
that the number of students in medical schools is larger today 
than it has been in many years. Nevertheless, I am constantly 
told of situations that can be interpreted only on the ground 
that the United States is suffering from a shortage of doctors. 
These are some of the problems facing the American public, 
and they are problems that the medical profession must help 
solve if it does not wish to be branded as one more pressure 
group in politics. 

The public also expects that the medical profession, will come 
down out of its ivory tower. There was a time when all 
scientists (and editors) dwelled in ivory towers. Most of the 
editors have come out, but the medical profession has only 
descended the stairway as far as the doorway. It is time to 
come out into the sunshine. Perhaps this indictment is too 
broad. The situation varies from place to place. In some 
places it is excellent. This is particularly true of the city in 
which you are now meeting. The attitude of the Cleveland 
Academy of Medicine and the Western Reserve University 
School of Medicine has long been a public-spirited one. 

The academy, for example, has long had a committee on 
public information, which has been of the utmost aid to the 
newspapers in their endeavor to inform the public of medical 
news and medical progress. More than a decade ago, this com- 
mittee arranged what in essence was a seminar in popular medi- 
cine for the benefit ‘of reporters charged with reporting medical 
news. The relations between the academy, the Cleveland Hos- 
pital Association and the mediums of public information have 
been governed by a code of practices well known to many of 
you as the Cleveland code. This code, which has been widely 
copied in other parts of the United States, sets forth clearly 
the rules under which hospitals will give out medical news. 
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No doubt many of you would like to interrupt me at this 
point to make a speech on what the doctor expects of the news- 
paper reporter. I am going to make that speech for you by 
telling you what the newspapers in Cleveland have done. Each 
of the three Cleveland newspapers has assigned a full time 
reporter to the writing of medical news. These reporters are 
well known to the medical profession. They are governed by 
the same high regard for medical standards that govern the 
medical profession itself. They enjoy the confidence of the 
doctors of the town and the members of the medical school 
faculty. 

I want to take this opportunity to salute these hard-working 
friends of the medical profession whom many of you know: 
Josephine Robertson of the Plain Dealer, Severino P. Severino 
of the Cleveland News, Don Dunham of the Cleveland Press and 
David Dietz of Scripps Howard. 

My suggestion to those of you in communities where news- 
paper relations are not satisfactory is that the officers of your 
association sit down with the editors of your local newspapers 
and talk over the situation. It can be straightened out with 
mutual understanding. Perhaps I have scolded you too much 
already. If so, let me say in extenuation that the community 
expects so much of the doctor because it thinks so much of you. 
You occupy a very special place in the hearts of your patients. 
You occupy a very special place in the lives of the community. 
What criticisms I have voiced here are mild compared with the 
wonderful story of the achievement of American medicine. 
What I have said here tonight is said in the spirit of friendli- 
ness and sincerity, with the hope that it might be useful to you. 

I should like to close on this note by ordering the press and 
medicine closer to each other. More and more American news- 
papers have realized the thirst for medical knowledge on the 
part of the people and the need for intelligent interpretation 
seasoned with good judgment on the part of the press, and 
more and more are putting coverage of this news into capable 
hands. Indeed, I think most of you would agree that the medi- 
cal profession has had much less quarrel with American news- 
papers of the highest type the past five years than with some of 
our best-regarded national magazines. There still is one element 
of this medical reticence to appear in print that your group 
should dispel. Working with the serious and tragic phases of 
life around the clock, as doctor do, many of them are, as we 
say, unable to take it; they don’t like to be kidded. Conse- 
quently they are afraid of what their chief or the doctor down 
the hall or at their luncheon club will say when ‘their name 
appears in the paper. They assume that such kidding is reserved 
for doctors. It is not. Most lawyers, engineers, school teachers 
or retailers also get a bit of that when they make the public 
prints. It is part of our American way. And it is good for all 
of us. It is just a little antidote against our getting swelled 
heads because of the publicity. 

There has been no instance in Cleveland in more than 20 
years of an official case before the ethics committee of the 
Academy of Medicine concerning this kind of publicity. That 
probably would be a surprise to many doctors. Some think it 
unethical per se for their name to appear in print in connection 
with their profession. 

It has been for many years an unfortunate failing of doctors. 
It is a bit ridiculous today. With our shortage of doctors and 
our aroused health consciousness, every doctor worth his salt 
has all the business he can handle and most of the good ones 
more patients than they should handle, especially with due 
regard to the health of the doctor. 

We are confident that American industry is the most pro- 
gressive industry in the world, that in our production lines and 
Yankee know-how is our great strength and our salvation. 
And so it is. But with all the progress of our industry, it is 
virtually standing still compared with medicine and its research, 
striding forward in sevenleague boots to make the lot of man 
happier, easier and more comfortable, to ease the pains, to soften 
the tragedies that are life and death. 

The American people after all, in one way or another, pay for 
all this, no matter from what source the immediate sponsoring 
money comes. And the American people have 2 right to know 
what is going on, with only the rights of the patient protected, 
and the patient always must be protected. 

So take the American people into your confidence, tell them 
and sell them your story. They are eager customers. I men- 
tioned at the outset that you are here to exchange ideas. 
Sixty-five years ago, a great man lay on his deathbed in France. 
His last words were “There is nothing in the world as power- 
ful as an idea whose hour has come.” The hour of American 
medicine surely has come. The hour to tell its story is here. 
Doing that, the American people will stand with you in the 
inferno of any battle. 
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GOVERNMENT SERVICES 


Veterans Administration 


Facsimiles of Veterans Roentgenograms 


Facsimiles of roentgenograms for use in the treatment of 
veterans are being produced by the Veterans Administration 
through a new mass production process. Now, when a VA 
clinic or hospital or doctor needs a previously made roentgeno- 
gram in the treatment of a veteran, the request will be sent 
to the VA Philadelphia Records Center, which will make a 
facsimile; the original will be retained in VA files. The 
facsimile need not be returned. All roentgenograms, many of 
which are now held in regional offices and other VA installa- 
tions, may be consolidated into a single library at the Records 
Center. Solarization is the basic technic used. The solarization 
process requires a tremendous increase in exposure over what 
is ordinarily considered normal. The “overexposure” requires 
an extremely large volume of light. The color of the exposing 
light also has an important bearing on the quality of the repro- 
duction. To overcome these obstacles, a printer was designed 
to meet the special needs of the laboratory. VA said the 
present production capacity is 80 to 100 facsimiles a day. It 
can increase this figure to 400 with additional personnel. 


Appointment of Consultants 


Dr. Brian B. Blades, professor of surgery, George Washing- 
ton University, has been appointed to the VA’s Special Medical 
Advisory Group, which met in Washington December 4. 
The following men have been appointed to the Board of Chief 
Consultants to VA’s Chief Medical Director, Dr. Paul B. Mag- 
nuson: Dr. Osborne A. Brines, professor of pathology, Wayne 
University, Detroit; Dr. Herbert L. Mantz, Kansas City Health 
Department; Dr. Walter O. Klingman, associate professor of 


neurology, University of Virginia, and Dr. Donald A. Covalt, 
associate professor of rehabilitation, New York University 
Institute of Rehabilitation and Physical Medicine. 


Personal 


Dr. Don E. Nolan, chief of professional services, Veterans 
Administration Center, Dayton, Ohio, has been named manager 
of the 325 bed VA hospital under construction at Seattle, which 
is expected to receive its first patients next April. Dr. Nolan 
has been employed by VA since 1938. He is also assistant 
professor of internal medicine, University of Cincinnati Medical 
School, and a diplomate of the American Board of Internal 
Medicine. 

Dr. Franz J. Kallmann, assistant clinical professor of psychi- 
atry at the New York Psychiatric Institute, spoke at the 
Veterans Administration Hospital, Northport, Long Island, 
N. Y., November 6 on “Results of Twin Studies on the Signifi- 
cance of Genetic Factors in Personality Development.” 

Dr. William W. Fellows, chief, Surgical Service, Aspinwall, 
Pa., Veterans Administration Hospital, has been appointed as 
manager of the 1,005 bed hospital under construction at Albany, 
N. Y. Dr. Fellows, who has been in VA service since 1931, 
previously spent six years in private practice at Salisbury. He 
has been certified by the American Board of Surgery and has 
served as assistant professor of surgery in the University of 
Pittsburgh Medical School. 

Dr. John A. Seaberg has been appointed manager of the 
Veterans Administration hospital in Minneapolis, culminating 
26 years of experience at that hospital. He replaces Dr. Edwin 
J. Rose, who goes to the central office in Washington, D. C., 
as assistant director of the Hospital Operations Service. 


Public Health Service 


Influenza Information Center 


The Influenza Information Center will be continued for a 
third year. The decision to continue the program on the same 
basis as last year was reached at a meeting of the Advisory 
Committee to the World Health Organization Influenza Study 
Program. All laboratories that engaged in the program last 
year have been invited to participate again, and several others 
are included for the first time. This year the center will be 
under the direction of Dr. Dorland J. Davis of the National 
Microbiological Institute of the National Institutes of Health. 
Dr. J. T. Culbertson, director of the center for the first two 
years, has left the Institutes for a position as associate medical 
director, Medical Division, E. R. Squibb & Sons. 

The committee also agreed that it would be important to 
continue to have rapid information concerning the laboratory 
diagnosis of any epidemic disease. Accordingly the Regional 
Laboratories again have been requested to report laboratory 
findings on other infectious diseases in unusual incidence. The 
laboratories of the armed forces are collaborating in the pro- 
gram by making their laboratory observations available to the 
Influenza Information Center. 

Following is a list of the special regional laboratories and 
their directors: 


Basten, City Hospital, Dr. Maxwell Finland, New England. 
New York State Health Department, Albany, Dr. Irving Gordon, 
New York, New Jersey, Pennsylvania (Eastern), Delaware, Maryland, 


District of Columbia. 
University of Pittsburgh, Dr. 
Ohio, West Virginia. 
University of Michigan, Ann Arbor, Dr. 


Jonas Salk, Pennsylvania (Western), 


Thomas Francis, Jr., Michigan, 


Indiana, Illinois, Wisconsin. : 

State University of Iowa, Iowa City, Dr. A. P. McKee, Minnesota, 
Iowa, Missouri, North Dakota, South Dakota, Nebraska, Kansas, 
Wyoming, Colorado. 

California State Dept. of Health, Berkeley, Dr. E. H. Lennette, 
Montana, Idaho, Utah, Nevada, Arizona, Washington, Oregon, California. 


Public Health Service Communicable Disease Center Virus 
Schaeffer, Virginia, Kentucky, 


S. 


Laboratory, Montgomery, Ala., Dr. M. F. 


North Carolina, South Carolina, Tennessee, Georgia, Alabama, Missis- 
sippi, Florida, Louisiana, Arkansas, Oklahoma, Texas, New Mexico, and 
other state or local health departments which may wish to collaborate. 


School of Tropical Medicine, San Juan, Puerto Rico, Dr. E. Perez, 
West Indies. 
* University of Toronto, Canada, Dr. C. E. Van Rooyen, Canada. 


The listing of regional laboratories remains the same as that 
of last year (THe Journat, March 18, 1950, page &25). 


Symposium on Metabolic Disturbances 


A symposium on “Metabolic Disturbances During Surgical 
Care” will be held Friday, January 12, in Bethesda, Md., at 
the National Institutes of Health of the United States Public 
Health Service. Leading investigators in the field of experi- 
mental surgery will attend. Visitors are invited to participate 
in the discussion. The symposium will meet in Wilson Hall in 
the Administration Building at the National Institutes of Health. 
It is sponsored by the surgery study section of the USPHS. 
Dr. Frederick A. Coller of the University of Michigan is chair- 
man of the study section. Information about the symposium 
may be obtained from Dr. John M. Ellis, Executive Secretary, 
Surgery Study Section, National Institutes of Health, 
Bethesda 14, Md. 


Reserve Officers Association 


At the recent Sixth Annual Conference of the Association of 
Reserve Officers of the U. S. Public Health Service in St. 
Louis, the following officers were elected for the year 1951: 
president, Samuel M. Peck, M.D., New York City; vice presi- 
dent, Anna Heisler, Senior Nurses Officer (retired), Washing- 
ton, D. C.; secretary, James Q. Gant Jr., M.D., Washington, 
D. C.; treasurer, Julius Fogel, M.D., Washington, D. C., and 
historian, Ezra B. A. Gratz, D.D.S., Washington, D. C. 
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MEDICAL NEWS 


(Physicians will confer a favor by sending for this department items of news of general 
interest: such as relate to society activities, new hospitals, education and public health. 
Programs should be received at least two weeks before the date of meeting.) 


CALIFORNIA 

Directory of Health and Welfare Agencies.—The Wel- 
fare Council of Metropolitan Los Angeles has published its 
1950-1952 Directory of Health and Welfare Rasades in Los 
\ngeles County. Containing brief descriptions of 674 non- 
profit organizations that serve the health, welfare and recrea- 
tional needs of the community, the new directory gives a 
comprehensive countywide coverage of both private and public 
resources. Included is a functional index that classifies agencies 
according to the services they render. Copies, which sell for 
$1.85 plus sales tax, may be secured from the council at 729 
South Figueroa Street, Los Angeles 17. 

New 70 Million Volt Synchrotron.—Dr. Gail D. Adams 
of the University of Illinois, Chicago, will join the staff of the 
University of California Medical School at the end of the 
year to become an associate physicist on a project involving 
biologic and medical research with the school’s new 70,000,000 
electron volt synchrotron. He will be associated with Dr. 
Robert S. Stone, professor of radiology and director of the 
project. This instrument eventually will be used for clinical 
therapy. The building for the synchrotron probably will be com- 
pleted in February, at which time the machine will be installed. 
Dr. Adams has been associated since 1941 with Prof. Donald W. 
Kerst, Sc.D. At Illinois Dr. Adams has been interested since 
1942 in radiobiologic research evaluating high energy radiation 
from the betatron in the treatment of deep-seated cancers. 

Establish Blood Vessel Bank.—A blood vessel bank has 
been established in the department of thoracic surgery of the 
University of California Medical School, Berkeley-San Fran- 
cisco, under the supervision of Dr. H. Brodie Stephens, asso- 
ciate clinical professor of surgery and director of the J. J. 
and Nettie Mack Clinic. The bank will collect and store fresh 
blood vessel grafts. Surgeons throughout the Bay Area will 
be able to draw on the bank to the extent that grafts are 
available. Dr. Stephens has already circularized hospitals 
requesting that their surgical staffs help in keeping the bank 
supplied with grafts. The financing of the new bank is made 
possible by funds derived from the $100,000 endowment pre- 
sented to the University in 1928 by Mr. and Mrs. George Ross 
of San Francisco, for the establishment of the J. J. and Nettie 
Mack Clinic as a memorial to Mrs. Roos’ parents 


COLORADO 


University Appointments.—Dr. David H. Watkins, Roches- 
ter, Minn., has been appointed associate professor of surgery, 
University of Colorado School of Medicine, Denver, and asso- 
ciate chief of the division of surgery, Denver General Hospital, 
effective January 1. John R. Cann, Ph.D., has been named 
assistant professor of biophysics, effective January 1. At 
present Dr. Cann is a senior research fellow in the Gates and 
Crellin laboratory of chemistry at California Institute of Tech- 
nology, Pasadena. He is a former instructor in physical chem- 
istry at Cornell University, New York. 


ILLINOIS 


County Health Departments.—Three more counties have 
heen added to those which have full time public health services 
These are Gallatin, Saline and White counties, which voted on 
November 7 to establish and maintain a tri-county health depart- 
ment. Voters also approved continuing local health department 
services in Alexander, Pulaski and Shelby counties. The ques- 
tion of establishing a county health department was also sub- 
mitted to the people of Lake County. The proposition was 
defeated. Since the enactment of the county health department 
law, 27 counties have approved the establishment of full time 
local health departments. These, together with the full time city 
and local district health departments, provide public health 
services for about two thirds of the people of Illinois. At the 
November 7 election, residents of 16 counties in the state voted 
favorably on a tax levy to provide funds for the care and treat- 
ment of their tuberculosis patients. These counties include 
Brown, Cass, Clinton, Crawford, Fayette, Ford, Fulton, Grundy, 


Jackson, Jefferson, Kendall, Lee, Montgomery, Morgan, Pope 
and Warren. The tuberculosis tax measure failed in Perry and 
Randolph counties. 

Arthritis and Rheumatism Research Funds.—The Illinois 
Chapter of the Arthritis and Rheumatism Foundation, 69 West 
Washington Street, Chicago 2, has made the following alloca- 
tions of funds: Illinois Research and Educational Hospitals, 
$2,000; Mercy Hospital-Loyola University Clinics, $2,000; La 
Rabida Jackson Park Sanitarium, $1,500, and the Rheumatic 
Fever Institute, $1,000. This is in addition to earmarked funds 
(not accepted in the current fund-raising campaign) of $13,500 
already turned over. to Wesley Memorial Hospital and $3,500 
to Michael Reese Hospital. An additional $21,854.56 has been 
transmitted to national headquarters of the foundation as the 
Illinois chapter’s share of the over-all research program, and 
$5,000 has been set aside for a special arthritis fellowship in 
Illinois. About $1,000 remains from the 1949-1950 funds for 
emergency allocation purposes. 


Chicago 

Heart Association Changes Address.—The Chicago Heart 
Association has moved its executive offices from 203 North 
Wabash Avenue to 69 West Washington Street, Room 601, 
Chicago 2. Telephone: Financial 6-4675. 

Fenger Lecture.—The fifteenth Christian Fenger Lecture 
of the Institute of Medicine of Chicago will be held jointly with 
the Chicago Pathological Society on January 26 at 8:00 p. m. 
at the Palmer House. Dr. Anton J. Carlson, Frank P. Hixon 
distinguished service professor of physiology emeritus, Uni- 
versity of Chicago, will speak on “Some Medicosocial Problems 
Created by Modern Medicine.” 

Committee to Select Head of Anatomy Department.— 
A committee of five has been appointed to select a new head 
for the department of anatomy in the University of Illinois 
College of Medicine. Dr. Eric Oldberg will serve as chairman 
of the committee with other members, Drs. S. Howard Arm- 
strong Jr., Robert E. Johnson of Urbana, Milan V. Novak and 
Carl C. Pfeiffer. The present head of the department, Dr. Otto 
F. Kampmeier, has requested that he be relieved from adminis- 
trative duties on Sept. 1, 1951, in order to devote time to the 
completion of several books. 

Babies Deaths Caused by Bottle Cleaner.—A coroner's 
jury in November found that a chemical cleansing agent 
used to wash nursery bottles caused the death of a newborn 
baby at Grant Hospital in October when it was accidentally 
introduced into the milk formula. The toxic chemical in the 
detergent was boron. Three other babies died at the hospital 
October 12-14, and several others were stricken but recovered. 
According to a newspaper report, the jury held that the death, 
while accidental, resulted from inadequate supervision and pre- 
cautions against such accidents. To prevent similar accidents 
the jury sent recommendations to Dr. Herman N. Bundesen, 
president of the board of health. 

Dr. Lewin Heads Department at Northwestern.—Dr. 
Philip Lewin, professor of bone and joint surgery at North- 
western University Medical School, has been appointed chair 
man of the school’s department of bone and joint surgery, suc- 
ceeding Dr. Paul B. Magnuson, now professor emeritus. Dr. 
Lewin has been a member of the Northwestern Medical School 
faculty since 1918. He has served as orthopedic surgeon at 
Michael Reese, Cook County, Municipal Contagious Disease and 
St. Luke’s hospitals, and as orthopedic surgery professor at the 
Cook County Graduate School of Medicine. He was awarded 
the certificate of merit by the American Roentgen Ray Society 
in 1939. Dr. Lewin served in the army medical corps in World 
Wars I and II. He is author of several textbooks. 

Cancer Research at University of Chicago.—More than 
115 cancer research projects are under way at the University 
of Chicago, Dr. Leon O. Jacobson, associate professor of medi- 
cine, told the annual meeting of the trustees of the University 
of Chicago Cancer Research Foundation. The projects range 
from the basic chemistry of normal growth to the specific surgi- 
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cal and chemical technics for attacking various forms of cancer. 
The research involves work in 11 different departments of the 
university, including the department of botany, the Institute of 
Radiobiology and Biophysics and the Walter G. Zoller Memorial 
Dental Clinic. The trustees re-elected the present officers of 
the Cancer Research Foundation: Maurice Goldblatt, president ; 
Graham Aldis, vice president; Frank McNair, treasurer, and 
J. Parker Hall, assistant treasurer. 


KENTUCKY 
Healthmobiles for Rural Areas.—The two new health- 
mobiles placed in service in rural Kentucky are to operate for 
three months in Larue and Pulaski counties. Services rendered 
by the traveling health centers include examination of school 
children, immunizations and prenatal clinics. Among the per- 
sonnel will be a county health officer and a nurse. 


New Mental Hospital.—Our Lady of Peace Hospital was 
formally opened in Louisville December 8, at which time an 
inspection tour was made by federal and state officials and 
others connected with the establishment of the $2,246,000 insti- 
tution. Patients will be admitted in the early part of February. 
In addition to the 150 beds, the hospital has facilities for out- 
patients. Funds received from both the state and federal gov- 
ernments and contributions from Louisville citizens aided in 


financing the hospital. 
MICHIGAN 


Personal.—Dr. Warren B. Cooksey, Detroit, was elected 
president of the United Health and Welfare Fund of Michigan 
at the recent annual meeting———-Dr. Thomas H. Cooper, Port 
Huron, senior local district surgeon of the Grand Trunk Rail- 
road and a member of its staff for 30 years, has been awarded 
the Venerable Order of the Hospital of St. John of Jerusalem. 
Harold E. Askew, superintendent at Port Huron, presented the 
award representing the Viscount Alexander of Tunis, Governor 
General of Canada, “Prior of the Priory” of Canada. It was 
the sixth time that a parchment representing the Priory “Vote 
of Thanks” has been given to persons outside the British 
Empire. 

Institute of Industrial Health.—General Motors has begun 
a $1,500,000 research project to promote better health for its 
446,000 employes and those of all American industry. 
joined with the University of Michigan in establishing the 
Institute of Industrial Health, whose objectives will be research, 
education and service in industrial medicine, health and safety. 
General Motors maintains 106 medical departments in as many 
operating units and employs 125 physicians and 675 nurses, 
technicians and other medical personnel, a total staff of 800 to 
carry out the objectives of its over-all health maintenance 
program. The institute will provide fellowships, scholarships 
and hospital residencies in industrial medicine, health and safety. 
Of the $1,500,000 granted the university for the institute, $500,000 
will be used as needed for equipment. In addition, an annual 
payment of $100,000 for 10 years will be made by the corpora- 
tion for research and to meet the expenses of fellowships, 
scholarships, added faculty and other personnel, a clinic and pub- 
lications, and refresher courses for doctors, nurses and personnel 
in auxiliary services. The institute will begin operations within 
the next few weeks. It will be under the supervision and control 
of the board of governors to be appointed by the university’s 


board of regents. 
MINNESOTA 


Plans for Care of Chronically: Il1l—Taxpayers and pro- 
fessional groups in St. Louis County have developed a plan for 
better institutional medical and nursing care of long term 
patients. Patients will be hospitalized in three new infirmaries, 
which are being built adjacent to general hospitals. The county 
pays for construction and furnishing and then leases the buildings 
to nonprofit associations for operation. The welfare board pays 
the per diem cost for indigent patients. An infirmary’ of 125 
beds was recently completed in Virginia, adjacent to Virginia 
Municipal Hospital and was leased to the Range Infirmary 
Corporation, organized by a taxpayers league that raised an 
initial fund of $50,000. The first of two planned 150 bed institu- 
tions is nearing completion in Duluth adjacent to St. Luke’s 
Hospital. The hospital association holds a lease for the building. 
Admission of welfare patients is determined by the county 
Department of Public Assistance. 

More Nitrate Deaths of Babies.—Two babies in Minne- 
suta died recently from poisoning due to nitrates in well water 
used in their formulas. From July to November 14 cases of 
this type of poisoning were reported to the state department of 
health. These cases apparently constitute a new outbreak (THE 
JourNAL, June 3, 1950, page 476). During 1947, 1948 and 


1949 a total of 146 cases were reported, and the health depart- 
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ment warned parents of newborn infants to be especially careful 
about the water used in feeding babies. They were advised to use 
only water from approved municipal supplies or from private 
sources known to be safe. For 10 months no new cases of 
nitrate poisoning were reported in the state; now methemo- 
globinemia is again occurring. As in the previous outbreak, 
thost of the cases are reported from the southwestern corner 
of the state. Physicians seeing babies with methemoglobinemia 
are asked to notify the Minnesota Department of Health and 
to see that samples of the water used in the infants’ feedings 
are sent to the health department for nitrate analysis. Copies of 
a reprint on methemoglobinemia, which appeared in the August 
1950 issue of Minnesota Medicine, are available from the health 
department on request. 
NEW JERSEY 

Protein Conference.—The Seventh Annual Protein Confer- 
ence sponsored by the Bureau of Biological Research, Rutgers 
University, New Brunswick, N. J., in cooperation with the Food 
and Agriculture Organization of the United Nations, will be 
held January 26-27. The tentative program lists the following 
speakers : 


Ernest Geiger, Ph.D., Los Angeles, Gastrointestinal Dynamics and 
Utilization of Protein and Amino Acid. 

Jacob A. Stekol, Sc.D., Research Institute, Lankenau Hospital, 
Philadelphia, Folic Acid and Vitamin Bw in the Synthesis and 
Interconversion of Certain Amino Acids and Choline. 

Robert R. Sealock, Ph.D., Iowa City, Phenylalanine and Tyrosine 
Metabolism with Respect. to Water-Soluble Vitamins. 

Paul R. Cannon, Chicago, Mineral Metabolism in Relation to Tissue 
Protein Synthesis and the Utilization of Protein Hydrolysates. 

— Macheboeuf, Paris, France, Newer Aspects of Protein Metab- 
olism. 

Hugh M. Sinclair, 
Malnutrition. 

Ancel B. Keys, Ph.D., Minneapolis, 
Periods of Food Shortage. 


The conference will be open to all interested persons who 


register. 
NEW YORK 

Postgraduate Lecture—The Warren County Medical 
Society, meeting at the Queensbury Hotel in Glens Falls January 
11 at 9 p. m., will hear Dr. Russell L. Cecil, New York, speak 
on “The Treatment of Arthritis.” The lecture has been arranged 
by the Medical Society of the State of New York with the 
cooperation of the New York State Department of Health. 

State Ties up Collections of Cancer Group.—A tem- 
porary injunction to prevent the National Cancer Hospital of 
America, a Detroit organization, from disposing of any funds 
it may have in New York State was issued by Justice Joseph 
A. Gavagan of the State Supreme Court November 2. Accord- 
ing to the Chicago Tribune, action was sought by state Attorney 
General Goldstein, who said the organization began operations 
11 months ago on a $2,000 loan, has grossed $600,000 in con- 
tributions from the public and has less than $100,000 on hand. 
Contributions were supposed to go for development and main- 
tenance of a special cancer hospital, he said, but “there is no 
hospital and it is hardly likely there ever will be.” Defendants 
in Goldstein’s petition for a permanent injunction, according to 
the newspaper, are the cancer promotion groups; De Haan, Inc., 

a New York direct mail firm accused of soliciting funds for 
the Detroit group; Lorettamary Gibson of Detroit, founder and 
executive secretary of the hospital; William F. Everton of 
Detroit, its vice president, and Arthur H. Levien of Rockville 
Center, Long Island, president of De Haan. In Detroit directors 
of the hospital said no money has been “misapplied or mis- 
appropriated.” 

Isotope Distribution Center.—The University of Rochester 
Medical School, in cooperation with the U. S. Atomic Energy 
Commission and five Rochester hospitals, has established a 
center for distributing radioisotopes for clinical and diagnostic 
use in hospitals of the area. The program, which is on a non- 
profit basis, was undertaken by the university.as a community 
service. The new isotope center uses facilities of the medical 
school and its atomic energy project for storing, handling and 
processing the radioactive materials shipped from Oak Ridge, 
Tenn. Wide interest has been shown by the Council of Regional 
Hospitals, as well as hospitals in Buffalo, Syracuse, Utica, 
Schenectady, Albany and other areas of the country, which may 
lead to widening of the Rochester program. If each hospital 
maintained its own program the initial investment would be 
from $20,000 to $60,000. Under the Rochester isotope center 
plan, the initial cost to the individual hospital is ‘only $1,500 to 
$2,000. Standard rates for physicians and hospital fees and 
costs per dose have been agreed on. During the development 
period the university and its atomic energy project have furnished 
a portion of the salaries of staff members plus the cost of 
certain equipment. It is expected that the entire isotope center 
activity will become self supporting in the near future. 
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New York City 

Academy Election—Dr. William B. Parsons was elected 
president of the New York Academy of Medicine for a term of 
two years at a meeting December 7. Dr. Henry Alsop Riley 
was elected vice president and Dr. Shepard Krech treasurer. 

Dr. Fulton to Give Salmon Lectures.—The Thomas 
William Salmon Lectures of the New York Academy of Medi- 
cine will be given by Dr. John F. Fulton, Sterling professor of 
physiology, Yale University School of Medicine, January 9-11. 
They will be presented at 8:30 p. m. on successive days in 
Hosack Hall at the academy building. The first lecture will 
be on the “Functional Anatomy of the Frontotemporal Cortex,” 
the second on “Behavioral Studies in the Higher Primates” and 
the third on “Frontal Lobotomy and Human Behavior.” 

Research on Retrolental Fibroplasia—The National 
Society for the Prevention of Blindness has made a grant of 
$2,500 to the New York University-Bellevue Medical Center to 
help determine the cause of the sudden increase in the number 
of premature infants being blinded by retrolental fibroplasia. 
According to Dr. Franklin M. Foote, executive director of the 
society, this disease strikes most often at infants who weigh less 
than 3 pounds (1,361 Gm.). Before 1940, he said, retrolental 
fibroplasia was rare, but since then the incidence has greatly 
increased. One reason may be that more premature infants 
are being kept alive. About 650 infants are now being blinded 
by the disease each year. 

Suburban Hospital and Medical Center Affiliate—A 
fourth New Jersey hospital, Mountainside Hospital in Mont- 
clair, has affiliated with New York University-Bellevue Medical 
Center, under the Regional Hospital Plan, which is a part of 
the teaching program of the Medical Center. Under it, 
increased opportunities for training are also offered to all 
physicians practicing in the communities of affiliated hospitals. 
Mountainside is a voluntary general hospital having 305 beds 
and 61 bassinets, as well as clinics for outpatients and an accred- 
ited School of Nursing. One or more members of the hospital’s 
intern staff will be given the opportunity to take a year’s 
training at the center with reference to the basic sciences. 
These physicians are obligated to return to their hospital for 
at least one year following completion of the course. Mountain- 
side has appointed Dr. Chester B. Allen, of the department of 
medicine, as coordinator. 

Financial Report of Medical Center.—More than $7,809,- 
000 was expended to finance teaching, research and care of 
patients at the New York University-Bellevue Medical Center, 
according to the second annual report for the year ending June 
30, 1959. While an over-all operating loss of $1,332,345.41 was 
sustained during the year, it was possible to complete the year 
with no net deficit because of the generosity of individuals, 
foundations, business firms and organizations that supported 
the work. The annual report shows operating expenses for the 
University Hospital (formerly New York Post-Graduate Hos- 
pital), $4,635,029; New York University College of Medicine, 
$2,156,596 and New York University Post-Graduate Medical 
School, $1,061,558. The center received nearly $1,500,000 in gifts 
and grants for research, and it contributes at least half a million 
dollars to research from its own purse. Contributions amounting 
to $2,225,150 were received for the medical center building 
fund. At the end of the year the total amount contributed 
toward the complete goal of $32,744,000 needed for the develop- 
ment and construction of the medical center was $21,909,478. 


PENNSYLVANIA 

University Begins Psychiatric Program.—The University 
of Pittsburgh School of Medicine has instituted a psychiatric 
program. ‘lhree appointments have been made: Dr. Henry 
Brosin, professor of psychiatry and chairman of the depart- 
ment of psychiatry at the University of Chicago Medical School ; 
Dr. Benjamin M. Spock, staff member and consultant in 
psychiatry at the Mayo Clinic, Rochester, Minn., and Dr. I. 
Arthur Mirsky, associate professor of experimental medicine at 
the University of Cincinnati College of Mediciné and director 
of the May Institute for Medical Research. Dr. Brosin has 
been named medical director of the university’s Western Psy- 
chiatric Institute and Clinic. He will also hold the title of 
professor and head of the department of psychiatry in the 
university's school of medicine. Dr. Spock will be professor 
of child development, with appointments in the department of 
pediatrics at Children’s Hospital, the Child Guidance Center and 
the Graduate School of Public Health. Dr. Mirsky will head the 
research division of the Psychiatric Institute, which will aim at 
correlating biologic changes to emotion and psychiatric dis- 
orders. Dr. Brosin begins his work on January 1. Dr. Spock is 
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scheduled to begin July 1, 1951. Dr. Mirsky will start as soon 
as alterations are made to the institute to provide adequate 
research facilities. 

Philadelphia 

University to Enrol Physical Therapy Students in 
February.—Because of the national emergency, the School of 
Auxiliary Medical Services of the University of Pennsylvania 
plans to admit students in February to a one year certificate 
course in physical therapy. Dean Wesley G. Hutchinson, Ph.D., 
said the decision was prompted by the demand for physical 
therapists in the U. S. military and veteran’s hospitals, as well 
as in centers actively engaged in the treatment of infantile 
paralysis cases. The class will be open to college graduates 
having required credits in the physical and biologic sciences, 
psychology and social science. 

First of its kind in American medical history, the new School 
of Auxiliary Medical Services was organized last July and 
officially began operations with the opening of the 1950-1951 
academic year. In addition to one year courses for college 
graduates, the school accepts students for four year courses 
leading to the degree of Bachelor of Science in Physical 
Therapy. As presently constituted the school also trains stu- 
dents for careers in occupational therapy. Later it is to be 
expanded to include divisions for other groups of auxiliary 
medical workers. 

Pittsburgh 

Dr. Walmer Named Head of Hygiene Foundation.— 
Dr. C. Richard Walmer, medical director of the Industrial 
Hygiene Foundation, has been named managing director of that 
organization to succeed the late John F. McMahon. The 
foundation operates under the auspices of the Mellon Institute. 
The Industrial Hygiene Foundation is a nonprofit research 
organization of more than 350 companies and industrial asso- 
ciations for advancing industrial health, improving working 
conditions and bettering human relations. These members, 
through their affiliation with the Industrial Hygiene Foundation, 
are cntitled to the: advisory and research services of other 
specialists in health problems, plus the technical facilities of the 
Mellon Institute, where the headquarters of the foundation are 


located. 
WASHINGTON 

Public Health Statistician Needed.—The State of Wash- 
ington Personnel Board is seeking a public heaith statistical 
consultant for Seattle. Applicants must have had at least three 
years’ experience in statistical work, one year of which must 
have been in public health statistics. The examination will 
consist of a rating of education and experience. The salary 
range is $340 to $425. Applications should be mailed by January 
22 to the State Personnel Board, 1209 Smith Tower, Seattle 4. 


GENERAL 

Photos of Research Animals Sought.—The National 
Society for Medical Research, 105 North Wabash, Chicago, will 
pay $5 for each photograph of animals used for research which 
it accepts for its new book entitled “Animals Make Medical 
Magic.” Pictures of all types of experimental animals in labora- 
tory surroundings are being sought. 

Seminar on Psychology.—The Medical Society of Ana- 
lytical Psychology will give a six session seminar in New York 
during January and February, titled “Introduction to Jungian 
Theory and Practice.” The seminars are intended for physicians 
and qualified psychotherapists. They will be held on six con- 
secutive Wednesdays from January 10 to February 28 at 8: 30 
p. m. in the New York Academy of Medicine Building, 2 East 
103 Street, New York. The following are the subjects and 
the speakers of the seminar: 

Eleanor Bertine, New York, Jung’s Concept of the Unconscious. 

Werner H, Engel, New York, Basic Structural Elements of the 

Psyche. 

Charles G. Taylor, New York, Psychological Types. 

Mr. B, Minkie, Jungian Dream Interpretation. 

Mr. V. de Laszlo, Goal of Jungian Analysis. 

Mr. E, Harding, Principles of Jungian Psychotherapy. 

The fee for the seminar is $15. Information may be obtained 
from Dr. Werner Engel, 123 West 74th Street, New York. 

Dr. Benedict Wins Dana Medal.—Dr. William L. Benedict, 
Rochester, Minn., is the 1950 winner of the Leslie Dana Medal, 
a national award given for outstanding achievement in prevent- 
ing blindness. Dr. Benedict, professor of ophthalmology at the 
Mayo Foundation Graduate School, was selected for recognition 
by the St. Louis Society for the Blind, which annually awards 
the medal established in 1925 by Mr. Leslie Dana of St. Louis. 
The medal will be presented to Dr. Benedict at a dinner in the 
Hotel Chase, St. Louis, January 26. 
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Conference on Pregnancy Wastage.—The Committee on 
Human Reproduction of the National Research Council will hold 
its annual conference January 19-20 at the Hotel Commodore, 
New York. The subject will be pregnancy wastage. The speak- 
ers include Drs. George W. Anderson and Robert E. Nesbitt 
Jr., Johns Hopkins Hospital, Baltimore; Drs. Leona Baum- 
gartner and Ephraim Shorr, Cornell University Medical College, 
New York; Lester E. Casida, Ph.D., University of Wisconsin, 
Madison ; Dr. George W. Corner and A. I. Csapo, Carnegie 
Institution of Washington; Drs. Stewart H. Clifford, Arthur 
T. Hertig and Claude A. Ville, Ph.D., Harvard Medical School, 
Boston; Drs. Morris E. Davis and Edith L. Potter, University 
of Chicago; Dr. Edward C. Hughes, State University of New 
York Medical Center at Syracuse; Dr. Joseph W. Jailer and 
Howard C. Taylor Jr., Columbia University College of Physi- 
cians and Surgeons; Dr. Philip Levine, Ortho Research Foun- 
dation, Rariton, N. J.; Dr. Christopher Tietze, National Com- 
mittee on Maternal Health, Washington, D. C., and William C. 
Young, Ph.D., University of Kansas, Lawrence. 

Section Meetings in January.—The section meetings of 
the American Laryngological, Rhinological and Otological 
Society will be held in January. The Eastern Section will meet 
at the Beilevue-Stratford Hotel in Philadelphia January 12 
beginning at 9:30 a. m. Invited speakers include Dr. Leandro 
M. ‘Tocantins, Philadelphia, who will speak on “Causes and 
Management of Abnormal Bleeding from the Air Passages, 
Associated with Disorders of the Blood,” and Dr. Joseph L. 
Hollander, Philadelphia, “Practical Problems in Use of Cortisone 
and ACTH.” The Middle Section meeting will be at the Hotel 
Cleveland in Cleveland January 15. The invited speakers and 
their subjects are: William D. Neff, Ph.D., Chicago, “Neural 
Mechanisms of Hearing,” and Dr. Lee G. Eby, Rochester, Minn., 
“Differential Diagnostic Significance of Recruitment in Méniéres 
Disease and Angle Tumors.” The Southern section will meet 
at Hotel Sans Souci, Miami Beach, Fla. January 17. At the 
Western Section meeting January 28-29 in the San Francisco 
County Medical Society Building, San Francisco, the invited 
speakers will be: 

Ottiwell W. Jones Jr., San Francisco, The Cervical Area. 

John W. Cline, San Francisco, President-Elect, American Medical 

Association, Socialized Medicine. 

John L. Wilson, San Francisco, Stenosing Esophagitis. 

Seymour M. 

of bronchogenic Carcinoma. 


National Multiple Sclerosis Society.—The first citation 
dinner for distinguished service in the fight against multip!e 
sclerosis was held at the Waldorf-Astoria Hotel, New York, 
December 5. Carl M. Owen, former president and chairman of 
the board of the society, and Ralph I. Straus, president, were 
cited for their leadership in making this society a force in 
the field of medical research. Dr. Howard A. Rusk, chairman, 
department of physical medicine and rehabilitation, New York 
University College of Medicine, was the guest speaker. The 
National Multipie Sclerosis Society is financing 11 research 
projects, including clinics at New York University-Bellevue 
Medical Center and Montefiore Hospital in New York, Boston 
State Hospital in Boston, Detroit Memorial Hospital in Detroit, 
and Cedars of Lebanon Hospital, Los Angeles. It also conducts 
professional and public education programs and renders services 
to multiple sclerotics with the assistance of its chapters. 


FOREIGN 

Campaign Against Trachoma Among Refugees.—The 
World Health Organization began in December the first large 
scale, scientifically controlied campaign for treatment of trachoma 
with the new antibiotics, chloramphenicol, terramycin and aureo- 
mycin, in several Eastern Mediterranean countries caring for 
Arab refugees. Supplies are being donated to WHO by drug 
manufacturers in ltaly and the United States. The United 
Nations International Children’s Emergency Fund will furnish 
additional quantities. The WHO program is under the direction 
of Prof. Giabattista Bietti of Parma University, Italy. Up to 
80 per cent of the people in some districts of the Eastern and 
Southern Mediterranean have this disease. It is widespread in 
Asia as well as in the Mediterranean area and is continuously 
present in most Eastern European countries and several Amer- 
ican republics. ‘he program will eventually reach many 
thousands of cases and will permit precise determination of the 
value of each antibiotic used, the best method of administration, 
the optimum dosage and the financial cost of a complete trachoma 
campaign. 


CORRECTION 
Camara Instead of Eamara.—In the twenty-third footnote 
in the article by Hoffman in Tue Journat of Dec. 2, 1950, 
page 1160, the second author’s name is Camara, A. A., 
of Eamara, A. O. 


instead 
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Medical Examinations and 
Licensure 


COMING EXAMINATIONS AND MEETINGS 


NATIONAL BOARD OF MEDICAL EXAMINERS 
Nationat Boarp oF Mepicat Examiners: Parts I and 
Centers. Feb. 13-15, April 16-17 (Part II only), June 18-20, 
Ex. Sec., Mr. E. S. Elwood, 225 S. 15th Street, Philadelphia. 
EXAMINING BOARDS IN SPECIALTIES 


American Boarp oF ANESTHESIOLOGY: Written. July 20. Given 
simultaneously in several cities in the United States. Final date for filing 


II. Various 
Sept. 5-7. 


application is Jan. 20. Oral. Coronado, Calif., April 4-7 and Memphis, 
—_ 14-17. Sec., Dr. Curtiss B. Hickcox, 80 Seymour St, Hartford is, 
onn. 


AmeERICAN Boarp oF DERMATOLOGY AND SyPHILOLocy: Written. Various 
Centers, Keb. 8. Oral. New York, April 6-8. Sec., Dr. George M. 
Lewis, 66 East 66th St., New York 21, N. Y. 

American Boarp or Nevrotocicat Surcery: Oral. Chicago, May 
1951. Sec., Dr. W. J. German, 789 Howard Ave., New Haven 4, Conn, 

AMERICAN Boarp or Ossretrics anp Gynecotocy: Part 1, Written 
Examination and Review of Case Histories. Various locations. Feb. 2, 
1951. inal date for filing applications was Nov. 5. Oral. New York 
City, May 10-16. Final date for tiling application is Feb. 2. Sec., Dr. 
Paul Titus, 1015 Highland Building, Pittsburgh 6, 

American Boarp or OPHTHALMOLOGY: WW? ritten. Various Centers, 
Jan. 5-6, 1951, Oral. San Francisco, March 11-15; New York, May 31- 
June 5; Chicago, October 8-13. Sec., Dr. Edwin B. Dunphy, 56 Ivie 
Road, Cape Cottage, Maine. 

AMERICAN Boarp oF Ortnopaepic Surcery: Part II. Chicago, Jan. 
25-26. Final date for filing applications was Aug. 15, 1950. Final date 
for receipt of Part I applications for 1951 was Dec. 30, 1950. Sec., Dr. 
Harold A. Sofield, 122 So. Michigan Ave., Chicago 3. 

American Boarp oF OToLaryncoLocy: Written. New York, Jan. 
8-11, 1951. Oral. Richmond, Va., May 1-5. Sec., Dr. Dean M. Lierle, 
University Hospital, Iowa C.ty. 

American Boaro or Patuotocy: Written and Oral. Pathological 
Anatomy and Clinical Pathology. Cleveland, April 23-24. Final date for 
filing application is March 15. Sec., Dr. Robert A, Moore, 1402 S, 
Grand Bivd., St. Louis. 

American Boarp oF Peptatrics: Written. Jan. 19. Under local 
monitors. Only written examination to be given during 1951. Oral. 
New Orleans, March 2-4. Ex. Sec., Dr. John McK. Mitchell, 6 Cushman 
Road, Rosemont, Pa. 

American Boarp or Proctotocy: Part I in Anorectal Surgery and 
Proctology. Kansas City, Minneapolis, Philatelpha and San brancisco, 
May 12. Sec.-Gen., Dr. Louis A. Buie, 102-110 Second Ave., S.W., 
Rochester, Minn. 

American Boarp oF Raprotocy: Oral. Atlantic City, June 5-9. 
Sec., Dr. B. R. Kirklin, 102-110 Second Ave., S.W., Rochester, Minn. 

AMERICAN Boarp or Surcery: Written. Various centers, March 1951. 
Final date es filing applications was Dec. 1, 1950. Written. Various 
centers, Oct. 1951. Final date for filing appl: cations is July 1. Sec., 
Dr. J. Sionnst Rodman, 225 South 15th Street, Philadelphia. 

Boarp or THoracic Surcery: Written. Various Centers, Feb. 17, 
Final date for hling application is Feb. 1. Oral. New York City, April 
19. Sec., Dr. William M, Tuttle, 1151 Taylor Ave., Detroit, 

American Boarp oF Urotocy: Chicago, Feb. 10-14, 1951. Final date 
for filing applications was Sept. 1, 1950. Chicago, Feb. 9-13, 1952, 
Final date for filing applications is o-. 1. Sec., Dr. Harry Culver, 
314 Corn Exchange Bldg., Minneapolis 1 ; 


Coming Medical Meetings 


Annual Congress on Medical Education and Licensure, Palmer House, 
Chicago, Feb. 12-13. Dr. Donald G. Anderson, 535 N. Dearborn St., 
Chicago 10, Secretary. 

National Conference on Rural Health, Peshod Hotel, 
Feb. 23-24. Dr. F. S. Crockett, 535 earborn St., 
Chairman. 


Memphis, Tenn., 
Chicago 10, 


American Academy of Allergy, Hotel Statler, New York, Feb. 5-7. Dr, 
Walter S. Burrage, 208 E, Wisconsin Ave., Milwaukee 2, Secretary. 
American Academy ot riers Surgeons, Palmer House, Chicago, 
Jan, 27-Feb. 1. Dr. Harold B. Boyd, 122 S. Michigan Ave., Chicago 3, 

Secretary. 
aneere sw for Surgery of the Hand, Palmer House, Chicago, 
26. Joseph H. Boyes, 1401 S. Fope St., Los Angeles 15, 

Secretary. 

Atlanta Graduate Medical Assembly, Municipal Auditorium, Atlanta, Ga., 
Feb. 5-7. Mrs. Stewart K. Roberts, 768 Juniper St. N.E., Atlanta, 
Executive Secretary. 

Central Surgical Association, Chicago, Feb. 22-24, Dr. 
Priestley, Mayo Clinic, Rochester, Minn., Secretary. 

International Post-Graduate Medical Assembly of Southwest Texas, Muni- 
cipal Auditorium, San Antonio, Jan. 23-25. Dr. John H. Hinchey, P. O, 
Box 2445, San Antonio 6, Secretary. . 

Middle Atlantic States Regional Conference, Philadelphia, Jan. 18. Dr. 
William Bates, 2029 Pine St., Philadelphia 3, Secretary. 

National Conference on Medical Service, Palmer House, Chicago, Feb, 11, 
Dr. R. E. Fitzgerald, 2218 N. Third St., Milwaukee 12, Secretary. 
Sectional Meeting, American College of Surgeons, Hotel Statler, St. 
rou Jan, 22-23. Dr. James Barrett Brown, 508 N. Grand Bivd., 

Louis, Chairman, 

South Central Branch, American Urological Association, Hotel Adolphus, 
Dallas, Jan. 29-Keb. 2. Dr. Rex E. Van Duzen, 721 Medical Arts 
Bldg., Dallas, Chairman, 


James T. 








Hutchinson, Rollo Wilson ® Medical Director, Captain, 
U. S. Navy, Vallejo, Calif.; born in Milford, N. H., April 27, 
1891; Harvard Medical School, Boston, 1917; entered the 
Naval service in June 1917 as lieutenant (jg); during his 33 
years of active service served at many hospitals in the United 
States; during World War I served at the Naval Hospital, 
Newport, R. I.; served on the USS Comfort, Mercy, Concord, 
Detroit and Colorado; prior to hospitalization was assigned 
to the Commander General, Department of the Pacific; special- 
ist certified by the American Board of Radiology; member of 
the American College of Radiology; died in the U. S. Naval 
Hospital, Oakland, November 13, aged 59, of coronary 
thrombosis. 

Jackson, John Bert ® Kalamazoo, Mich.; born in Cooper, 
Mich., June 11, 1876; Rush Medical College, Chicago, 1903; 
past president of the Michigan State Medical Society ; member 
of the American Trudeau Society, American Roentgen Ray 
Society, Radiological Society of North America and the Ameri- 
can College of Radiology; fellow of the American College of 
Physicians ; specialist certified by the American Board of Radi- 
ology; served as health officer, city physician and president of 
the civic league; affiliated with Bronson Methodist and Kala- 
mazoo State hospitals and Borgess Hospital, where he died 
November 3, aged 74, of arteriosclerotic heart disease. 

Mitchell, Lang Allen ® Stillwater, Okla.; born in Haley- 
ville, Ala.. May 20, 1881; University of Nashville (Tenn.) 
Medical Department, 1908; president of the Oklahoma State 
Tuberculosis Association; past president of the Payne County 
Medical Society; served during World War I; for many years 
served in the medical reserve corps and in the Oklahoma 
National Guard; college physician at the Agricultural and 
Mechanical College from 1925 to 1928; city health officer from 
1927 to 1932, formerly county health officer ; affiliated with Still- 
water Municipal Hospital, where he died September 14, aged 
69, of a ruptured abdominal aortic aneurysm. 

Hunter, Norman McLeod, Hudson, Mass.; born in Alber- 
ton, Prince Edward Island, Canada in 1872; McGill University 
Faculty of Medicine, Montreal, Canada, 1901; member of the 
American Medical Association; fellow of the American College 
of Surgeons; specialist certified by the American Board of 
Otolaryngology ; for many years president of the Hudson Com- 
munity Health Association; president of the Hudson National 
Bank; trustee of the Hudson Savings Bank and director of the 
Hudson Cooperative Bank; trustee of the Marlboro (Mass.) 
Hospital, where he died November 5, aged 77, of coronary 
thrombosis. 

Elkins, William Harry, Topeka, Kan.; Barnes Medical Col- 
lege, St. Louis, 1903; member of the American Medical Associa- 
tion; for many years on the staff of the Atchison, Topeka, and 
Santa Fe Railway Hospital, where he died September 1, aged 83, 
of arteriosclerotic heart disease and nephrosclerosis. 

Frank, Arthur, New York; Rheinische Friedrich-Wilhelms- 
Universitat Medizinische Fakultat, Bonn, Prussia, 1919; member 
of the American Medical Association; on the staff of St. Eliza- 
beth Hospital ; died September 25, aged 60, of heart failure. 

Hall, Myron Foster, Elmira, N. Y.; Columbia University 
College of Physicians and Surgeons, New York, 1899; died 
recently, aged 75, of carcinoma. 

Jaffe, Benjamin Meyer ® Baltimore; University of 
Maryland School of Medicine and College of Physicians and 
Surgeons of Baltimore, 1916; died recently, aged 55. 

King, Clayton T., Greenfield Center, N. Y.; Albany (N. Y.) 
Medical College, 1898; died in Porter Corners recently, aged 
73, of ulcer of the cecum. 

Nevins, Susan, Lawrenceburg, Ky.; Southwestern Homeo- 
pathic Medical College and Hospital, Louisville, 1901; died in 
the Good Samaritan Hospital, Lexington, recently,.aged 74, of 
coronary occlusion. 

Oguri, Kanzo, Brooklyn; New York Homeopathic Medical 
College and Flower Hospital, New York, 1920; affiliated with 
Brooklyn Cancer Institute and Prospect Heights Hospital; died 
October 24, aged 58. 

Potthoff, Ernest William, Titusville, Fla.; Rush Medical 
College, Chicago, 1902; at one time practiced in Oak Park, IIl.; 
died October 12, aged 72, of coronary occlusion and cerebral 
thrombosis. 





@ Indicates Fellow of the American Medical Association. 
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Robbins, Nelson John ®@ Negaunee, Mich.; College of 
Physicians and Surgeons of Chicago, School of Medicine of the 
University of Illinois, 1903; served as mayor, city health officer 
and county physician; died October 25, aged 81, of heart disease. 

Shaw, Robert Eugene, Whatley, Ala.; Medical College of 
Alabama, Mobile, 1898; member of the American Medical Asso- 
ciation; died in Providence Hospital, Mobile, October 21, aged 
79, of hypertrophy of the prostate. 

Sherlock, William Paul @ Hines, Ill.; Keokuk (Iowa) 
Medical College, College of Physicians and Surgeons, 1908; 
served during World War I; associated with the U. S. Public 
Health Service from 1920 to 1925, when he joined the Veterans 
Administration; died in the Veterans Administration Hospital 
October 22, aged 65, of malignancy of the gastrointestinal tract. 

Sherman, Henry S., ® Chicago; Rush Medical College, ‘Chi- 
cago, 1917; an Associate Fellow of the American Medical Asso- 
ciation ; specialist certified by the American Board of Obstetrics 
and Gynecology ; member of the Central Association of Obstetri- 
cians and Gynecologists; served during World War I; associate 
in clinical obstetrics at the Chicago Medical School; on the 
staff of the Mount Sinai Hospital, where he died October 28, 
aged 60, of acute myocardial infarction. 

Slavich, John Francis, Oakland, Calif.; Medical Depart- 
ment of the University of California, San Francisco, 1904; 
member of the American Medical Association; served as coun- 
cilman and as mayor; died in Providence Hosptal October 2, 
aged 69, of cancer, 

Smart, Elliott Plummer ® Murphys, Calif.; College of 
Physicians and Surgeons, Los Angeles, 1912; fellow of the 
American College of Chest Physicians, American College of 
Physicians and the American Trudeau Society; served during 
World War I; medical director and superintendent of Bret 
Harte Sanatorium; formerly chief of tuberculosis service, San 
Joaquin General Hospital, French Camp; died October 13, aged 
65, of cerebral hemorrhage. 

Stowe, LeRoy, Colonial Beach, Va.; Medical Department of 
Tulane University of Louisiana, New Orleans, 1906; died in 
Washington, D. C., October 24, aged 72, of myocardial infarction. 

Street, Charles Edward @ Springfield, Mass.; University 
of Michigan Department of Medicine and Surgery, Ann Arbor, 
1902; served during World War I; died in the Pittsfield (Mass.) 
General Hospital October 14, aged 77, of coronary thrombosis. 

Talbot, Francis Farron ® Niagara Falls, N. Y.; George- 


town University School of Medicine, Washington, D. C., 1939;. 


on the staffs of the Memorial Hospital and Mount St. Mary’s 
Hospital, where he died October 23, aged 36, of carcinoma of 
the stomach. 

Thorne, Lewis ®@ New Haven, Conn.; Yale University 
School of Medicine, New Haven, 1936; assistant clinical profes- 
sor of psychiatry and mental hygiene at his alma mater; cer- 
tified by the National Board of Medical Examiners; member 
of the American Psychiatric Association; served during World 
War II; shot and killed October 8, aged 42. 

Walker, Albert Gould ® San Diego, Calif.; University of 
Colorado School of Medicine, Denver, 1908; member of the 
American Trudeau Society; served during World Wars I and 
II; for many years affiliated with the Veterans Administration ; 
surgeon, U. S. Public Health Service from 1920 to 1924; 
died October 14, aged 67, of coronary sclerosis. 

Ward, Charles Douglas © Augusta, Ga.; University of 
Georgia Medical Department, Augusta, 1920; formerly assistant 
professor of clinical surgery at his alma mater; member of 
the American Association of Industrial Physicians and Sur- 
geons; served on the staff of University Hospital; died October 
12, aged 60, of coronary’ thrombosis. 

Ware, Hugh Marshall, Warmsprings, Mont.; University 
of Michigan Lepartment of Medicine and Surgery, Ann Arbor, 
1910; member of the American Medical Association; served 
during World War I; affiliated with Montana State Hospital ; 
died in St. James Hospital, Butte, October 9, aged 66, of 
heart disease. 

Watt, Robert, Wenonah, N. J.; Jefferson Medical College 
of Philadelphia, 1897; member of the American Medical Asso- 
ciation and the Medical Society of the State of Pennsylvania; 
served during World War I; for many years practiced in 
Philadelphia, where he was affiliated with the Frankford, North- 
eastern and Friends hospitals; died October 11, aged 80, of 
coronary occlusion. 
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LONDON 


(From a Regular Correspondent) 
Oct. 30, 1950. 


The Food We Eat 


Under this heading a correspondent, writing to the Lancet 
in a recent edition, supports previous correspondence which says 
that a change is taking place in our feeding habits that may be 
having physiological as well as social consequences. The cor- 
respondent is Dr. W. R. Thrower of London. Rationing, he 
says, probably expedited a social trend apparent before the war 
toward .the popularity of snack bars. Meals obtained in these 
places usually consist of some form of carbohydrate with a relish 
of some kind. This type of meal provides a striking similarity 
to the meal of the Oriental, which is notoriously deficient in fat 
and first class protein, a circumstance believed to exert a pro- 
found effect on national vigor. 

In days gone by, most artisans started the day with a break- 
fast which consisted largely of pork and had a midday meal 
usually of the packed variety, which though simple, was of a 
nutritional quality now difficult to achieve. In the evening a 
third meal was taken. Today, for breakfast, many persons get 
hardly anything at all or hurriedly eat a cereal; little wonder 
that teabreaks and other interruptions are frequent. Often these 
interludes are decried, but probably they reflect an unconscious 
desire to satisfy physiological demands. Break privileges may be 
abused and restrictive practices may be in operation, but he adds, 
he is concerned only with the medical side of the problem. 

Anyone who has observed or worked with men doing con- 
tinuous work of one kind or another recognizes that in recent 
years, despite a will to work, staying power has deteriorated. 
There is an insidious fatigue that creeps on in the evening and 
brings activities to a close, whereas in the past workers would 
willingly put in overtime. The extra rations, the correspondent 
points out, granted to certain manual workers is an official admis- 
sion that something extra is needed, but somehow in practice 
this desired end is not achieved. When a man decided for him- 
self the diet which best suited him in his work, he could get it. 
He sums up by saying that popular exhortations to increase 
production may prove more effective when the protein bait is 
more than a piece of cheese. 


Vitamin A Deprivation in Man 

In a recent issue of the British Medical Journal there is 
reviewed what is called one of the longest and most laborious 
nutritional experiments yet to be undertaken in this country. 
The experiment was carried out by the Medical Research 
Council. ‘The investigation was stimulated by anxiety felt 
about the ability of the wartime diet to maintain the health 
of the population. The consumption of vitamin A had been 
increased by the Ministry of Food. Strenuous efforts in 
advertising campaigns to popularize carrots had been carried 
out. An insurance against severe deficiency was also provided 
by the compulsory addition to margarine of vitamin A concen- 
trates, which were mostly obtained from whale livers. However, 
the article continues, doubts still remain about the exact amount 
of vitamin A required by human beings. In 1942 the Medical 


Research Council was requested to undertake experiments to 
obtain definite information on this point. The report of the 
investigation, which was organized by the Vitamin A Subcom- 
mittee of the Accessory Food Factors Committee, was given the 
title “Vitamin A Requirements of Human Adults: A Study of 
Vitamin A Deprivation in Man.” 
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‘Twenty young male conscientious objectors and three women 
acted as volunteers. They were housed at the Sorby Research 
Institute, Sheffield, in a large villa with some rooms converted 
for use as laboratories. Organization of the investigation was 
in the hands of Dr. Kenneth Mellanby and subsequently of 
Prof. H. A. Krebs. Most of the volunteers had already proved 
their reliability in experiments on the transmission of scabies, 
and they tolerated without protest a monotonous diet made 
deficient in vitamin A and carotene by exclusion of foods such 
as butter, whole milk and its products, liver and other animal 
organs, fat, fish and all green and yellow vegetables and fruits. 
Laboratories at Cambridge, Liverpool, Oxford and Reading 
cooperated, and numerous routine tests for vitamin A and caro- 
tene were carried out, both on the blood and feces of the vol- 
unteers and on the foodstuffs they were allowed to consume. 
Apparatus was designed by Mr. W. Bartley, one of the vol- 
unteers, for measurement of the capacity for dark adaptation. 
The scope of the investigation can be judged by the size of the 
research team, which consisted of about 25 doctors, scientists 
and senior technicians, with the aid of many commercial firms, 
which provided specially prepared foodstuffs and also helped in 
other ways. The heavy task of coordinating the efforts of the 
various workers was done by Miss E. M. Hume. 

Sixteen of the volunteers subsisted on the diet without any 
supplements, and two were given preformed vitamin A. Caro- 
tenoid pigments disappeared from the blood of these subjects 
almost completely during the first few weeks of the experiment. - 
The decline in plasma vitamin A, which had in the first instance 
ranged from 65 to 120 international units per 100 ml. was much 
less rapid, and in one subject the original vitamin A blood level 
was maintained for no less than 22 months. The mean figure 
of 88 international units was obtained from tests made shortly 
after the experiment had started. 

This fell to 74 international units in nine months. 
subjects remaining under experimental conditions for 14 months 
the mean was still as high as 61 international units. The decline 
in both plasma carotenoids and vitamin A was prevented or 
reduced in control subjects by daily doses of 2,500 to 6,700 inter- 
national units of carotene in various forms, while the fall in 
plasma vitamin A, but not the carotenoids, was prevented by 
doses of 2,500 international units of a distilled concentrate of 
vitamin A esters. In the parallel tests performed on these con- 
trol subjects, some evidence was obtained of a seasonal variation 
in dark adaptation. Only three of the volunteers showed a 
deterioration in dark adaptation that was unrelated to the season 
of the year; all these three had plasma vitamin A values of 40 
international units or less. Only in these cases was it possible 
to carry out satisfactory therapeutic tests. Preformed vitamin A, 
in a daily dose of 1,300 international units, was given over a 
prolonged period and was found to improve dark adaptation and 
to restore the plasma vitamin A to about its original level. With 
a daily dose of 1,250 international units of carotene in oily solu- 
tion the amounts of vitamin A and carotenoids in the plasma 
were slightly increased, but dark adaptation was improved only 
when the dose was raised to 2,500 international units. The 
efficiency of absorption of carotene from carrots and green vege- 
tables was determined by comparison of the amounts eaten and 
those excreted in the feces. With allowance for a safety margin 
and for wastage during absorption the daily requirement of an 
adult male may be assessed as 2,500 international units of pre- 


In seven 
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formed vitamin A, 4,000 international units of carotene in oil, 
7,500 international units of carotene in green vegetables, or 
12,000 international units in boiled sliced carrots. With ordinary 
diets, of course, the daily requirement will not be derived from a 
single item but will be contributed by foods containing both 
preformed vitamin A and carotene. Larger amounts of the vita- 
min may be needed by pregnant or lactating women and by 
children. 

Apart from the changes mentioned the volunteers had no 
symptoms which could be ascribed to deficiency of vitamin A, 
though during the experiment two of them were found to be 
suffering from tuberculosis. While it may seem surprising that 
a diet containing only traces of the vitamin should have caused 
no symptoms of deficiency in most of the subjects, it has long 
been known that the human liver normally contains large 
amounts of vitamin A. In England before the war, Moore 
found that the reserves present in the liver of persons who died 
as a result of accidents usually appeared to be sufficient to meet 
body requirements for several months, and there is nothing in 
the Medical Research Council’s report to indicate that wartime 
dietary changes have had the effect of decreasing reserves. It is, 
however, surprising that some of the volunteers were able to 
subsist on this restricted diet for one and a half to two years. 

From this one must conclude, the article continues, that the 
reserves of the liver are mobilized and expended with great 
economy by the body. The clear evidence of incipient vitamin A 
deficiency found in three out of 16 subjects was perhaps as much 
as could be expected from an experiment which could not be 
prolonged indefinitely. 

ITALY 
(From a Reguiar Correspondent) 


Fiorence, Oct. 20, 1950. 


Present Development of Tomography 

One of the most interesting scientific reports at the Inter- 
national Medical Meetings of Verona was a discussion by Pro- 
fessor Vallebona, director of the Institute of Radiology of the 
University of Genoa, of the origin and development of tom- 
ography. He pointed out that the common roentgen exami- 
nation deals with the superimposed shadows of various 
parts of the body and, although the outlines of the more opaque 
organs and structures predominate, other outlines of more 
transparent parts overlap into their shadow. A complex picture 
results, in which it is not always possible to differentiate the 
radiographic contour of a certain organ or layer. Tomography, 
on the other hand, permits observation of a selected plane of an 
organ, eliminating shadows of structures situated in other 
areas. 

The first patents for this new system of investigation were 
issued during the years 1921 to 1927 in France and in Germany. 
The first publication on the subject was that of Professor Valle- 
bona, in February 1930, which included reproductions of the 
first tomograms made. At the Ninth Italian Congress of 
Radiology held in Turin in May 1930, the speaker discussed his 
preliminary results and stressed that with this new technic it 
was possible to examine almost separately the various regions 
of the base of the skull, largely avoiding superimposition of 
shadows. 

Vallebona claimed priority in 1932 and was later given gen- 
eral recognition. In 1934, Grossmann and Chaoul designed an 
apparatus that was widely adopted in various countries. On 
the occasion of Vallebona’s report to the Congress of Radiology 
of Turin (1930), Professor Busi proposed the name “stratigra- 
phy” for this method, a term since adopted in Italy. Various 
terms have been used in foreign countries, such as planigraphy, 
tomography and laminography, as the American authors prefer. 
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The methods are fundamentally the same, being based on a 
single principle, which consists in moving the patient or the 
patient and the plateholder or the complex x-ray tube to elimi- 
nate the shadows of layers that are of no interest. The movements 
may be more or less complicated, according to the variations 
of the method, but the types of movements may be reduced 
to two categories according to whether the elimination of the 
shadows is obtained with unidirectional or multidirectional 
movement. Theoretically, preference should be given to multi- 
directional movement, since it best eliminates the disturbing 
shadows. However, the unidirectional movement permits a 
shorter exposure time and is easier in practice. The direction 
of the movement should be selected according to the region of 
the body that is being studied. In principle, it is preferable 
to keep the patient quiet, moving the x-ray tube and the film. 

Tomography has its greatest practical application in the 
study of the chest, especially in pulmonary tuberculosis. In 
this it offers the following main advantages over normal roent- 
genograms: (1) demonstration of lesions in cases unrevealed 
by the customary examination, (2) study of the finer details of 
lesions already demonstrated by customary examination and 
(3) elimination of erroneous results caused by superimposition 
of shadows. 

The method has been considerably improved, making it pos- 
sible to obtain tomograms in a plane perpendicular to the axis 
of the body. This method of examination, “transverse axial 
stratigraphy,” was achieved by Vallebona in 1947. It is part 
of the regular studies at the Institute of Radiology of the Uni- 
versity of Genoa, a special instrument built by Zuder, the 
“pantix-strator,” being used. 


Clinical Polymorphism in Salmonellosis Epidemics 

Drs. Scotti and Sicca reported to the Medico-Surgical 
Society of Pisa on the appearance of various syndromes in the 
course of salmonellosis epidemics. The speakers studied eight 
minor epidemics. Bacteriologically, Salmonella typhimurium, 
S. enteritidis, S. derby and S. paratyphi have been isolated. 
Clinically, septic (many fatal), typhoid and acute gastroenteric 
forms were observed. Among the latter, five cases were of a 
choleriform type (one fatal), two were complicated by hepato- 
renal syndromes, two by glomerulonephritic syndromes and two 
were of a mild enterocolitic type. The speakers showed that 
this variety of clinical forms has been observed in the course 
of every epidemic outbreak. Variations should not therefore be 
attributed to the type of the infectious species or to different 
strains of the same species. They did not find any substantial 
evidence that the diversity of clinical forms observed may be 
related directly to the bacterial attack or to toxins that might 
have been involved. 


Professor Pavlov’s Centenary 

The University of Rome commemorated the centenary of the 
birth of the physiologist Pavlov. At the Institute of Psychol- 
ogy of the Faculty of Medicine, a display on the scientific work 
of the great physiologist was prepared, showing through pho- 
tographs, graphic illustrations and drawings the fundamental 
contributions made by Pavlov during his long period of activity 
as investigator in the various fields of physiology and of 
psychology. Martino, professor of physiology and rector of 
the Universiy of Messina, yave the commemorative speech, 
discussing Pavlov and the importance of his work as a physi- 
ologist and stressing its original creative quality. 

Professor Ponzo, director of the Institute of Psychology of 
the University of Rome, discussed the ingenious discoveries of 
Pavlov in the field of: psychology. The direction given by 
Pavlov to psychological thinking constitutes one of the funda- 
mental bases of contemporary psychology, having given rise to 
behaviorism. 
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DENMARK 


(From a Regular Correspondent) 


CorennHaceN, Oct. 23, 1950. 


Hospital Ship for Korea 

Shortly after the outbreak of war in Korea, Denmark 
expressed a desire to participate on the side of the United 
Nations. To the suggestion that Denmark should provide a 
field hospital, it was pointed out that the country could not 
dispense with such a fully trained unit at the time. So a com- 
promise was reached according to which Denmark should send 
a fully equipped hospital ship. The president of the Danish 
Red Cross, Commander Hammerich, an ex-naval officer, under- 
took command of this unit and Jutlandia, a motor boat of about 
8,500 tons, was chartered by the Danish government with the 
understanding that the Danish Red Cross should be responsible 
for the organization and management of this unit. Dr. Karl 
Lehmann took an active part in the negotiations leading up to 
this arrangement. 

Jutlandia is a combined passenger and cargo ship with a crew 
of about 100. Its passenger cabins, being too small to serve as 
hospital wards, are to be reserved for the members (about 100) 
of the Red Cross staff. Six comparatively large wards provide 
space for 200 hospital beds, and there is to be a reserve of some 
50 other hospital beds. Two elevators, each accommodating 
six stretchers, are being built into the ship, and the middecks 
are being altered to provide operation theaters and various other 
rooms needed for anesthesia, radiologic examinations and the 
like. The hospital staff will include about 15 doctors, divided 
between a large surgical department and a smaller medicoepi- 
demiological department. On the surgical side there will be 
three operation teams, with three surgeons on each. They will 
include general surgeons and specialists in surgery of the brain 
and lungs. There will be altogether 40 nurses as well as about 
30 male and female orderlies. With a ship’s chaplain and many 
other persons specializing in the material and spiritual needs 
of a modern community, Jutlandia will be a self-sufficient unit. 
It is estimated that the ship will not be in readiness to sail 
for Korea before the end of November. 


Aureomycin 

Reports from several hospitals published in a recent issue 
of Ugeskrift Laeger are remarkably unanimous in praise of 
aureomycin. At the Blegdam Fever Hospital (chief: Prof. 
H. C. A. Lassen) treatment of virus pneumonias with aureo- 
mycin was started in December 1949. Dr. T. Hildan and 
Dr. S. Noérregaard have reported on 13 adults with primary 
atypical pneumonia diagnosed as such on the basis of the clinical 
picture and the refractoriness of the disease to penicillin and 
sulfonamides. Serving as controls were 18 adults who, accord- 
ing to the above criteria, had the same disease and were treated 
in the same hospital in 1949. While the temperature fell by 
crisis in the aureomycin group (in 10 cases within 12 hours), 
it nearly always fell by lysis in the control group. The dura- 
tion of fever was also on the average shorter in the first than 
in the second group. The dyspepsia liable to follow large doses 
of aureomycin given by mouth was not observed when each dose 
did not exceed 0.5 Gm. A dosage of 0.5 Gm. five times a day 
may, it is suggested, in the future be reduced to 0.25 Gm. 
four times a day, and in most cases the drug may be discontinued 
after three or four days. 

At the neurological department of St. Joseph’s Hospital in 
Aarhus Dr. Jessen (chief) and Dr. Mosegaard have found 
aureomycin successful in two cases of herpes zoster of the eye. 
From Frederiksborg Central Hospital in Hilleréd (chief: 
Dr. Torben Andersen) comes a report from Dr. Ebbe Thomsen 
of the successful treatment with aureomycin of a 2 year old 
child with meningitis (caused by Pfeifferella mallei). 
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Treatment of Acute Tonsillitis with Penicillin 

Between October 4, 1948 and June 11, 1949, a carefully 
controlled investigation of the effects of penicillin on acute 
tonsillitis was carried out at the Blegdam Fever Hospital by 
a team of doctors whose findings are published in a recent 
number of Ugeskrift for Laeger, the organ of the Danish 
Medical Association. All the patients admitted to hospital for 
acute tonsillitis in the period under review were sent to one 
or the other of two departments—a penicillin department and 
a control department admitting patients on alternate days. 
Several of the 835 patients were disqualified for this compara- 
tive study for various reasons, and there remained 507 patients, 
349 of whom suffered from ordinary acute tonsillitis (group I), 
132 from phlegmonous tonsillitis (group II) and 26 from 
tonsillitis ulcerosa (group III). The adult patients treated 
with penicillin were given 150,000 units twice daily for six 
days, the dosage for children being smaller and varying with 
their age. The controls were given only symptomatic treat- 
ment with confinement to bed. 

The authors of this study, T. Bennike, K. Bréchner-Morten- 
sen, E. Kjar, K. Skadhauge and E. Trolle, conclude that 
penicillin has a definitely beneficial effect on streptococcic 
tonsillitis and phlegmonous tonsillitis since fever and throat 
pain disappeared earlier in the penicillin-treated cases than in the 
controls. There was also a reduction in the penicillin-treated 
group in the number of pyogenic complications during the acute 
phase of the disease. But the penicillin-treated group did not 
fare better than the controls in the matter of relapses and 
morbid sequelae, and it would seem that penicillin had no appre- 
ciable effect in cases of tonsillitis in which streptococci were 
not found. This conclusion applies also to the many children 
thus treated. It is evident that the bacteriologic flora of the 
tonsils is an important factor determining success or failure with 
penicillin treatment. 


Care of the Mentally Defective Child 

In Norway, with a population of about 3,000,000, systematic 
efforts have been made to improve the lot of the mentally back- 
ward child for more than half a century. As Dr. Baard Brekke, 
secretary of the Norwegian National Association for Mental 
Health, has lately pointed out in a comprehensive review of 
the subject, there‘is much still to be done. Since World War II 
the government has encouraged the opening and_ successful 
management of small private nursing homes and “working 
homes” for low grade oligophrenics. In 1949 the government 
undertook to support such homes by a certain economic guar- 
antee with a view to stimulating their development. 

The number of oligophrenics in need of institutional care has 
been estimated at about 6,000. The mental equipment of some 
1,200 children is regarded as inadequate for any school attend- 
ance whatever. There are also some 1,700. children of school 
age in need of special education (intelligence quotient approxi- 
mately 50-75). About 1,600 children attend special schools, of 
which there are two in Oslo. These schools are not supposed 
to accept children with an intelligence quotient below 70. Unfor- 
tunately, many children in need of special classes do not attend 
them but remain at home or are a nuisance in the ordinary 
elementary schools. 

There are 12 reformatory schools for children and adolescents 
aged 9 to 18. An investigation of these schools by Dr. E. 
Haugen in 1937 led to some disquieting disclosures. He found 
normal intelligence in only 15 per cent, and in 62 per cent he 
found an intelligence quotient below 75. It was below 50 in 7 
per cent. His investigations led to the appointment of a state 
commission, which in 1939 proposed a whole series of reforms, 
with greater discrimination in the selection of candidates for 
these schools. These are just a few of the items of information 
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entering into the machinery of a widespread scheme for dealing 
systematically with every aspect of the problem of the mentally 
defective child. Other aspects of this problem will be discussed 
later. 

Death of Dr. Jersild 


An obituary notice of Dr. Olaf Jersild (born July 6, 1867 ; died 
May 27, 1950), who was head of the Rudolph Bergh Hospital 
in Copenhagen in the period of 1916-1937, brings out the inter- 
esting fact, unfamiliar to many of his junior colleagues, that 
it was on his initiative that the system of centralizing all the 
notifications of syphilis in the serologic department of the 
State Serum Institute was adopted throughout Denmark. When 
this system was first proposed during World War I, considerable 
opposition arose for fear that the anonymity of the patient would 
not be preserved. In February 1919, at a meeting of the Danish 
Dermatological Society, Jersild presented a scheme that, by its 
provision for strict anonymity, was acceptable by all. The 
system also satisfied the requirements of even purist statisticians. 
It was in operation as early as 1920 and has since then provided 
information of both national and international value, which 
has formed the basis of numerous scientific studies of syphilis. 


BRAZIL 
(From a Regular Correspondent) 


Oct. 30, 1950. 


Treatment of Blastomycosis 


In the Faculty of Medicine of Sao Paulo Dr. Carlos da Silva 
Lacaz performed some clinical experiments with sulfonamide 
drugs in the treatment of blastomycosis. He drew the follow- 
ing conclusions : 


1, Sulfonamide therapy of blastomycosis leads to good clinical 
results in most cases. 

2. Relatively low blood concentration in vivo of different 
sulfonamide compounds causes a good therapeutic effect. This 
fact has already been observed by Padilha Goncalves (1946), 
who demonstrated the sensitiveness of Paracoccidioides bra- 
siliensis to the fungistatic action of those substances. 

3. Among the sulfonamide compounds examined in the treat- 
ment of South American blastomycosis, sulfadiazine and sulfa- 
merazine are the best therapeutic agents. 

4. It is always advisable to determine the concentration of 
the sulfonamide drugs in the blood to verify how much of the 
compound is absorbed and utilized and how many patients 
acquire a resistance to the product. 

5. Great variations in the results were obtained with different 
dosages and the average daily dose and the total dose cannot 
be fixed inflexibly. 

6. Triturated sulfadiazine gives lower blood concentrations 
than nontriturated sulfadiazine. 

7. The combination of sulfadiazine and sulfamerazine offers 
great value in the treatment of blastomycosis. 

8. Besides preventing the appearance of crystals in the urine, 
this mixture allows the use of two sulfonamides with good 
individual tolerance and with a high and constant blood 
concentration. 

9. Even with high blood concentrations, sulfadiazine and 
sulfamerazine in vivo have not a fungicidal activity but a 
fungistatic one on Paracoccidioides brasiliensis. 

10. It is not sufficient to give the patient with blastomycosis 
the sulfonamide preparations even in high blood concéntration 
if his general conditions are not ameliorated and if his immunity 
against the infection is not aided. 

11. The cure of blastomycosis depends principally on three 
factors: sufficient blood concentration of the medicament, sus- 
ceptibility of the causative microbe to the sulfonamide drug 
used, and a sufficient number of phagocytes to engulf and 
destroy the parasites. 

12. The immune-allergic factor in blastomycosis deserves 
more attention from investigators. 

13. The combination of sulfadiazine and sulfamerazine is well 
tolerated by patients with blastomycosis; it reaches a high 
concentration in the blood and the healing process is completed 
after a relatively short time; however, relapses can occur. For 
that reason strict observation of the patients is necessary. 
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Two New Vectors of Schistosoma. Mansoni 

Dr. Durval T. Lucena, of the Laboratory of the Malaria 
Division, National Department of Health, informed the Bra- 
zilian Society of Hygiene that two snails which are common 
vectors of Schistosoma mansoni in South Africa, and had never 
befure been observed in Brazil, had been recently found near 
Santos, state of Sao Paulo. In a batch of snails captured at 
Sabod, near Santos, by Dr. Carlos V. Dutra, at the request of 
Dr. Lucena, the authors discovered two species entirely different 
from all other snails of Brazil. The samples were sent to Prof. 
J. Boquaert, of the Museum of Comparative Zoology of Har- 
vard College, with whom Dr. Lucena has been collaborating in 
the study of Brazilian snails. The two snails are Biomphalaria 
alexandrina pfeifferi Krauss and Bulinus tropicus Krauss, both 
vectors of S. mansoni, and the latter also of Schistosoma hema- 
tobia. The fact represents the probability of aggravation of 
the problem of intestinal schistosomiasis in Brazil, which our 
health authorities are already combating in the northeastern 
section of the country, and the possibility of creation of a new 
focus of the disease near Santos, where schistosomiasis has 
never occurred before. 


A Laboratory of Embryology 

Dr. Knud H. Krabbe, head of the department of neurology 
of the Kommunehospitalet of Kopenhagen, Denmark, is a guest 
of the Oswaldo Cruz Institute in Rio de Janeiro, to cooperate 
in the organization of a laboratory of compared embryology. 
During his stay Dr. Krabbe will lecture at this institute, at 
the National Academy of Medicine and at the Neurological 
Institute of Rio de Janeiro University on (1) organization of 
embryologic researches; (2) importance of embryology in clini- 
cal medicine; (3) morphogenesis of the cerebrum in mammals, 
reptiles and birds; (4) cerebrum epiphysis and the parietal 
organs; cerebrum paraphysis; (5) generalized diseases, con- 
genital and hereditary; (6) inflammatory and demyelinizing 
diseases of the nervous system; (7) subcommissural and sub- 
fornical organs of the cerebrum, and (8) future research on the 
pathology of the nervous system. 


Keloidian Blastomycosis 

A study of a dermatosis, called keloidian blastomycosis, or 
Jorge Lobo’s disease, was reported by Drs. Nery Guimaraes 
and D. G. Macedo, of Instituto Osvaldo Cruz. Keloidian 
blastomycosis is a benign dermatosis, occurring on the Ameri- 
can Continent and predominating in the Amazon Basin. It is 
a chronic disease and resistant to known therapeutic agents. 
It is produced by a fungus (Glenosporella loboi fonseca and 
ledo, 1940) that is difficult to cultivate in the usual artificial 
mediums and is of low pathogenicity in laboratory animals. 
Keloidian blastomycosis occurs on the American continent 
between the Tropics of Cancer and Capricorn, with a large 
incidence of cases near the Equator. Only nine cases have 
been reported in 20 years. However, if the methods of diag- 
nosis were known, principally in the Amazon region, many 
more cases would undoubtedly be discovered. 

Spondylolisthesis 

Spondylolisthesis is not as infrequent as many physicians 
formerly believed, according to Dr. Manoel Campanario, radi- 
ologist of Estrada de Ferro Sorocabana, Sao Paulo. Diagnosis 
is easy in the advanced cases but is difficult in the early ones. 
Slipping of the vertebral body can be measured by three techni- 
cal methods, which he has described. The roentgenologic 
technic requires many views with the patient in the antero- 
posterior, oblique and lateral, recumbent and standing positions. 

Spondylolisthesis may at times be confused with vertebral 
anomalies which have no pathologic significance. The clinical 
significance of the spondylolisthesis is varied. It can be absent, 
although sometimes it is remarkably apparent. In the latter 
cases surgical procedures are indicated. 
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CORRESPONDENCE 


BACTERIOLOGIC ENVIRONMENT IN CHRONIC 
OR REPEATED INFECTIONS 


To the Editor:—The recent publication of my bacteriologic 
studies on patients suffering from respiratory infections (Prigal, 
S. J., and Molomut, N.: Bacteriologic and Epidemiologic 
Approach to the Treatment of Respiratory Infections with 
Antibiotic Aerosols, J. A. M. A. 144:897 [Nov. 11] 1950) 
prompts this communication, since some time will elapse before 
the detailed clinical studies will be reported. 

The role of the environment in the production of disease has 
many facets, including socioeconomic and bacteriologic. It 
is with the latter that this communication is concerned, since 
it is my opinion that chronic or repeated respiratory infec- 
tions are improperly diagnosed and treated in many cases. It 
is insufficient to diagnose chronic bronchitis, chronic infective 
asthma or chronic sinusitis. What organism or organisms are 
involved? What antibiotics can be employed? Does the patient 
reinfect himself from a focus such as a chronic blepharitis or 
conjunctivitis? Is there a carrier nearby that reinfects the 
patient? One must utilize for these chronic cases accepted 
principles of public health employed in combating contagious 
diseases of serious import. Ordinarily these illnesses do not 
threaten life directly, but they do take a terrific toll in the 
number of persons involved and the debility produced. 

In the case of an infant of 12 months who has had repeated 
attacks of tonsillitis since the age of 1 month and for the past 
six months has had asthmatic bronchitis, bacteriologic inves- 
tigations strongly implicated the mother as the source of the 
child’s illness, since she has had no less than six acute attacks 
of purulent conjunctivitis in the past year. Although appar- 
ently “cured,” the eye still yields a hemolytic Staphylococcus 
as does her pharynx. Is it mere coincidence that repeatedly 
one can culture a pathological Staphylococcus-from the infant’s 
pharynx? 

A girl of 5 has had repeated colds since the earliest days 
of her life, with two episodes of bronchopneumonia and, more 
recently, asthma following each rather frequent “cold.” She 
will probably continue to have these episodes in spite of allergic 
investigations and proper antibiotic therapy, because she has 
a loving mother who also has been subject to “colds” since 
childhood—very mild, to be sure—and who always sniffles and 
hawks. The patient will be lucky if in her later years she 
avoids bronchiectasis and does not become chronically ill. Is 
it coincidence that both mother and child yield on culture beta 
hemolytic streptococci and beta hemolytic Proteus vulgaris? 
Cultures taken from the father reveal beta hemolytic strepto- 
cocci and hemolytic staphylococci, although he is asymptomatic. 
Is the child being exposed to a double hazard? Quite possible. 

These observations need not be limited to children; I have 
observed a wife who has had severe asthma and probably some 
bronchiectasis for three years. Repeatedly a hemolytic Staphylo- 
coccus has been cultured from the pharynx and from an eye 
which is subject to repeated conjunctivitis and _blepharitis. 
One might consider it coincidental that the same organism is 
obtained on culture from the pharynx of the husband, who 
has no real complaint other than nasal stuffiness and postnasal 
drip. The history reveals, however, that after each hospitali- 
zation there is remarkable abatement of symptoms. Is this 


due to the separation from the husband, a possible carrier, or 
has there been avoidance of some allergenic contact at home? 
The solution suggests itself readily by this episode. In view 
of the severity of the asthma following each cold, the patient 
was sent to Florida for the winter, where she did remarkably 
well until the husband came for a brief visit. She caught cold 
again and was in misery for the rest of the winter. The 
patient is getting along well at home now while the husband 
is subjected to antibiotic therapy. 

More pertinent is the family of five now under consideration, 


in which two of the children, boys aged 12 and 10, have asthma’ 


of the mixed type due to pollen and other specific sensitivities 
as well as to secondary infection. The older one has sinusitis, 
the younger has periodic bouts of fever without any apparent 
cause other than a red pharynx. The youngest child, aged 5, 
has frequent attacks of. tonsillitis; she never quite loses her 
“cold” during the winter. The mother had a “cold” recently 
of long duration but not disabling and has been left with a 
mild cough. The father, a hay fever victim, has become 
accustomed to nasal symptoms even though they continue 
beyond the ragweed season. All five members of the family 
have yielded by pharyngeal culture a hemolytic Streptococcus. 
The father and sons have a hemolytic Staphylococcus. The 
clinical story is suggestive of contagion. The mother became 
ill, then each of the children in turn had a respiratory illness. 
The father was the only one not disabled. Is he the carrier? 

Although I have emphasized infective asthma in the afore- 
mentioned cases, the same factors undoubtedly prevail in 
chronic bronchitis, bronchiectasis and sinusitis. And one can 
go further than respiratory diseases and investigate the bac- 
teriologic environment in rheumatic fever, nephritis and other 
diseases produced or aggravated by infection. This bacterio- 
logic approach raises the question about the true evaluation 
of the role of heredity in such diseases as asthma and rheu- 
matic fever. Suspecting heredity simply on the frequency of 
occurrence of a specific disease within the family unit is not 
entirely valid in the case of diseases due to infection. One 
must consider the bacteriologic environment; otherwise, one 
must perforce postulate a hereditary susceptibility to illness, 
always difficult to prove. 

Two factors stand out in observations on the carrier state 
made by Molomut and me. The first is that the dominant 
but not exclusive organism is the hemolytic Staphylococcus, 
as noted in many of my cases. This organism is hardy, fre- 
quentiy resistant to penicillin and some of the other antibiotics, 
and, because it ordinarily does not threaten the life of the host, 
it does not produce sufficient immunity to destroy the organism. 
Thus, there is established a continuing parasite-host relation— 
the host is now a carrier. Second, the carrier or carriers 
should be treated simultaneously with the patient. Although 
the organisms may be morphologically identical, the reaction 
to antibiotics may differ. One observes frequently hemolytic 
staphylococci, in children, resistant to penicillin (owing to its 
frequent and inadequate use), whereas the same organisms, in 
the untreated parent (carrier), are still sensitive to that anti- 
biotic. Our investigations continue and will be reported in 


detail at a later date. 
, SamueEt J. Pricat, M.D., 


55 Park Avenue, New York 16. 
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SALT-FREE DIET 


To the Editor:—In recent numbers of THe Journat there 
have appeared many controversial papers and letters about the 
role and value of the salt intake and restriction of hypertensive 
patients. For Frederick M. Allen the etiological role of salt 
excess seems to be established, while Paul D. White and his 
associates and Arthur M. Master and co-workers hold that 
efforts to lower the blood pressure by means of drugs or strict 
low sodium or rice diets may be unnecessary for most hyper- 
tensive persons. 

One is astonished that in all the numerous papers about this 
subject no reference is made to the methods of the French 
school. Pasteur Vallery-Radot writes .in his booklet “Premiéres 
vérités (ou soidisant telles) des maladies de renies” (1937) that 
the French determine whether the patient has a dry or humid 
retention of sodium or chloride and prescribe a rigorous salt- 
free diet only if the patient has proved retention. They have 
two methods of determining whether there is retention. In the 
light of these concepts the problem is simple enough: it is advis- 
able to restrict the intake of salt by hypertensive persons to 
prevent retention, but a salt-free diet is necessary only in cases 
of proved retention. It is clear that the salt-free diet can 
alleviate only the symptoms due to retention of salt and- cannot 
have any influence on troubles caused by the hypertension itself 
or the concomitant arteriosclerosis. 


Samuet Kraus, M.D., Kfar Neter, Israel. 


BOOK ON THE SEXUAL CRIMINAL 


To the Editor:—The review of the Sexual Criminal in THe 
Journat of October 28 has been brought to my attention. This 
book should have been reviewed with a strong condemnatory 
note. It is complete nonsense from a medical point of view and 
is obviously designed to appeal primarily to sadomasochists. 
How the lurid picture of a dismembered arm or leg would help 
explain sexual crime is difficult to understand. Under rogues 
gallery pictures there are such ridiculous statements as “note 
the curled lip and dreamy eyes typical of the sexual offender.” 


Manrrep S. GuttMacHer, M.D., 
Chief Medical Officer, Medical Service of the 
Supreme Bench of Baltimore, 

Court House, Baltimore. 


FREE MEDICINE 


To the Editor:—I am sending you a direct quotation from 
a letter I received from a patient who recently went to England 
to visit her son, whv is stationed there. 

“The reason I’m writing you is that I have finished the pills 
that you gave me to bring along to England, and now I've 
taken the prescription to the druggist. here and they say I 
would have to go to a Dr. first and then bring it back to them 
on account of the national health clinics here, so I went three 
times and could not get attended to on account of the waiting 
list. Would you kindly send me some by air mail enough to 
last me the remainder of my stay here.” 


G. VerRNon Jupson Jr., M.D., 
213 Clements Bridge Road, Barrington, N. J. 


PERIPHERAL FACIAL PALSY 


To the Editor:—I read with interest the article of Dr. Theo- 
dore T. Stone on peripheral facial palsy (multiple attacks in 
three brothers) in Tue JourNaAt (143:1154 [July 29] 1950). His 
statement that familial and hereditary factors are not mentioned 
in the literature is, however, not true. In 1947 I reviewed the 
literature on the hereditary disposition for neuritis and I men- 
tioned a family that I had observed, in which a brother, a sister 
and a son of the brother had facial palsy (Over families met 
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i A. M. A. 
ec. 30, 1950 


hereditaire dispositie tot het optreden van neuritiden gecorreleerd 
met migraine, Psychiat. en Neurol. bl. No. 1/2). I was the first 
to describe on this occasion a syndrome seen by me in two 
families with hereditary disposition for neuritis associated with 
migraine. Dr. Stone writes: “In 1 patient (case 2) in addition 
to two attacks of Bell’s palsy (neuropathy of facial nerve) there 
occurred two episodes of ophthalmic migraine with external 
ophthalmoplegia.” It might be that Dr. Stone would find the 
same syndrome if he examined the entire family. 


J. G. Y. pe Jone, M.D. 
St. Jozefziekenhuis, Heerlen-Holland. 


REACTIONS TO VITAMIN Bz 


To the Editor:—No reports of local reactions to parenteral 
administration of vitamin Bi. have come to my attention to 
date, although I have observed such an incident. The patient 
is a 47 year old, lean, white, ambulant woman who has had 
multiple radicular neuralgias for many years. Evidence of 
hypovitaminosis had been present even prior to cholecystectomy 
and posterior gastroenterostomy for chronic cholecystitis and 
duodenal ulcer in 1937. Doses of 7.5 micrograms of vitamin 
Bx (concentrate) were given subcutaneously in the right or 
left deltoid regions on March 17, March 24, April 18 and April 
28, 1950, without undue effect. On May 17, she received 10 
micrograms in the left arm, which was followed by pronounced 
swelling and pain in the arm lasting several days. On May 
22 the same dose in the right arm produced a similar effect. 
No general effects were noted by the patient. Nodules were 
still present at administration sites on August 7. They were 
not present when I examined her on October 10. 


Henry A. Arktess, M.D., 
255 South Seventeenth Street, Philadelphia 3. 


Miscellany 


THE ATOM 


An atom is so small that about a hundred billion billion of 
them are contained in the head of a pin. The nucleus—the 
object of study in nuclear science—is some 10 thousand times 
smaller than the atom. If an atom were expanded to the size 
of a concert hall, its central nucleus would be smaller than a 
housefly. The nucleus constitutes nearly all of the mass of the 
atom and, consequently, the mass of all things. A piece of solid 
nuclear material the size of a child’s marble would weigh more 
than 200 million tons. . . 

Scientists who study the nuclei of atoms speak in terms of 
the following entities they are able to detect and measure: 

PROTON 

The nucleus of a hydrogen atom is called a proton. This 
particle has a positive electric charge equal numerically to the 
negative electric charge of the electron and is so small that it 
takes 2.72 x 1026 to make a pound. The nuclei of atoms of 
other substances contain a number of protons equal to the 
atomic number of the element. 

NEUTRON 
The nuclear particles which have no electrical charge are 
called neutrons. They weigh approximately the same as protons. 
NUCLEON 
The word nucleon means either a proton or a neutron. 
BETA PARTICLE 

One of the radiations found shooting out of certain radio- 
active materials, named the beta particle, appears to be the same 
kind of electron that is found in the outer structure of all atoms. 
It has a unit negative charge equal and opposite to the positive 
charge of the proton and is nearly weightless, having less than 
1/1800 the mass of a proton. 
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COUNCIL ON 


POSITRON 
Like the electron, the positron has a unit charge of elec- 


tricity but is positive instead of negative, i. e., 
It is evanescent, dissipating itself 


same charge as the proton. 


it has the 


in a flash of radiation as soon as it encounters an electron, 


which disappears with it. 


MESON 


Predicted from theory as a particle necessary to explain the 
forces of nuclear structure, the meson was observed for the first 
time in 1936 in the violent nuclear shattering caused by high 


energy cosmic rays in the upper atmosphere. 


Several varieties 


exist, both positive and negative, their mass averaging about 


one-sixth that of the proton. 


NEUTRINO 


A nearly weightless particle, without charge. 


Like the 


neutron, the neutrino was predicted on theoretical grounds, but 
it has not yet been observed, as the neutron had not been 
observed before 1932 and the meson before 1936. 


GAMMA RAYS 
These are not particles in the same sense as those above, but 
flashes of electromagnetic radiation emitted by the nucleus when 
it has excess energy. These flashes are often called photons. 


Seventh Semiannual Report of the United 


States Atomic 


Energy Commission, January 1950. 


Council 


on Medical Education 


and Hospitals 


NEW 


HOSPITALS REGISTERED 


The following hospitals were registered by the Council on 


Medical 


Education and Hospitals of the American Medical 


Association at its meeting in Cleveland, Dec. 4, 1950: 


ALABAMA 

George H. Lanier Memorial Hospi- 
tal, Langdale 

Davis Clinic-Hospital, Leeds 

Leeds Hosp.tal, Leeds 

Oak Street General Hospital, Mont- 
gomery 

Mizell Memorial Hospital, Opp 


ARIZONA 
Casa Grande Hcspital, Casa Grande 
Douglas Hospital, Douglas 
Safford Inn Hospital, Safford 


ARKANSAS 
Veterans Administration Hospital, 
Little Rock 


Howard County Memorial Hospital, 
Nashville 
CALIFORNIA 
Pioneers Memorial Hospital, 
Brawley 
Mount Sinai 
s Angeles 
Temple Hospital, Los Angeles 
Butte County Hosp tal, Oroville 
Sierra Madre Lodge, Pasadena 
Maimonides Health Center for 
Chrosic Sick, San Francisco 
Santa Rosa Memorial Hospital, 
Santa Rosa 


Hospital and Clinic, 


CoLorapo 

Montrose Memorial Hospital, Mont- 
rose 

Rangely Community Hospital, 
Rangely 

Routt County Memorial 
Steamboat Springs 

Yuma Community Hospital, Yuma 


Hospital, 


FLoripa 
Miami Hospital, Miami 


GEORGIA 
Memorial Hospital, Adel 
Huey Hosp:tal, Homerville 
Dr. Kitchens Clinic-Hospital, 
LaFayette 


Kennestone Hospital, Marietta 
Stewart-Webster Hospital, Richland 
Cobb Memorial Hospital, Royston 
Conner-Bedingfield Hospital, Vidalia 


IDAHO 
Bingham Memorial Hospital, Black- 
oot 
Caldwell Memorial Hospital, Cald- 
we 
Valley County Hospital, Cascade 
Memorial Hospital, Weiser 


ILLINOIS 
Ida Mae Scott Hospital, Chicago 
Longwood Convalescent Home, 
Chicago 
Orthodox Jewish 
Aged, Chicago 


Home for the 


Rest Haven Convalescent Home, 
Chicago 

Fairfield Memorial Hospital, Fair- 
eld 


Abbott House, Highland Park 
Union Hosp.tal, West Frankfort 


INDIANA 
Harrison County Hospital, Corydon 
Union City Memorial Hospital, 
Union City 
Iowa 
Ida Grove Hospital, Ida Grove 
Delaware County Memorial Hospi- 
tal, Manchester 
KANSAS 
Rawlins County Hospital, Atwood 
Trinity Hospital, Dodge City 
Hershner Hospital, Esbon 
Edwards County Hospital, Kinsley 
Kearny County Hospital, Lakin 
Decatur County Hospital, Oberlin 
Perkins Hospital, Spearville 
Sterling Community Hospital, 
Sterling 
KENTUCKY 
Homeplace Clinic and Hospital, Ary 
Nicholas County Hospital, Carlisle 
Reynolds Clinic-Hospital, Hartford 


MEDICAL EDUCATION 


LovIsIANA 
Beauregard Memorial Baptist Hos- 
pital, De Ridder 
Gonzales Hospital, Gonzales 
Homer Memorial Hospital, Homer 
Frank D’Ingianni Medical Center, 
New Orleans 


MARYLAND 
Reeves Clinic-Hosp:tal, Western 
Port 
MASSACHUSETTS 
Fuller Memorial Sanitarium, South 
Attleboro 
MICHIGAN 
St. Joseph County Hospital and 
Infirmary, Centerville 
Veterans Adm-nistration Hospital, 
Iron Mountain 
Schoolcraft Memorial Hospital, 
Manist.que 
Veterans Administration Hospital, 
Saginaw 
MINNESOTA 
Arlington Municipal Hospital, 
Arlington 
Baudette Community Hospital, 
Baudette 
Dr. R. B. Johnson Hospital, Lanes- 
bore 
Mount Sinai Hospital, Minneapolis 
Wheaton Community Hospital, 
Wheaton 
MIssISSIPPI 
Hardy Wilson Memorial Hospital, 
Hazlehurst 
Missouri 
Skaggs Community Hospital, 
Branson 
Jones Clinic-Hospital, Sweet Springs 


MONTANA 
Lott Hospital, Livingston 


NEBRASKA 
Community Memorial Hospital, 
Crawford 
Crete Municipal Hospital, Crete 
Veterans Administration Hospital, 
Grand Island 
Tilden Community Hospital, Tilden 


NEVADA 

Clark County General Hospital, Las 
‘egas 

Persiiing County General Hospital, 
Loveloc 

New Mexico 

Lincoln County Hospital, Carrizozo 

Lea County Commun.ty Hospital, 
Hobbs 

New York 

Edward John Noble Hospital, Alex- 
andria Bay 

Bethany Deaconess Hospital, Brook- 
lyn * 

Beverly Nursing Home, Brooklyn 

Sunset Nurs.ng-Maternity Hospital, 
Constableville 

Edward John Noble Hospital, 
Gouverneur 

Manhasset Medical Center Hospital, 
Manhasset 

Wickersham Hospital, New York 

Greenmont-on-Hudson, Ossining 

Rose Hospital, Rome 


Nortn CAROLINA 
Stanly County Hospital, Albemarle 
Gardner-Webb College Community 
Health Center, Boiling Springs 
Dunn _ Hospital, Dunn 
Good Hope Hospital, Erwin 
Washington County Hospital, Ply- 
mouth 
Person County 
Roxboro 
Halifax County Clinic-Hospital, 
Scotland Neck 
Martin General Hospital, Williams- 
ton 


Memorial Hospital, 


Norta Dakota 
Community Memorial Hospital, Het- 
tinger 


Veterans 
Minot 


Administration Hospital, 
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Outlo 
College Hill Hospital, Dayton 
Mount St. Mary Hospital, Nelson- 
ville 
Fayette County Memorial Hospital, 
Washington Court House 


OKLAHOMA 

Cimarron County Hospital, Boise 
City 

Physicians and Surgeons Hospital, 
Holdenville 

LeFlore County Memorial Hospital, 
Poteau 

Byrne Memorial Hospital, Tulsa 


OREGON 
Harney County Hospital, Burns 


PENNSYLVANIA 
Veterars Administration Hospital, 
Altoona 
Ruope Istanp 
McAlpine Memorial Hospital, Provi- 
dence 
Soutn CaROLrina 
Saunders Memorial Hospital, 
Florence 
Edgewood Sanitarium 
Orangeburg 
Cannon Memoriai Hospital, Pickens 


Foundation, 


Soutn Dakota 
St. Michaels Hospital, Tyndall 


TENNESSEE 
Welch Clinic-Hosp‘tal, Brownsville 
Donalson Hosp:tal, Fayetteville 


Texas 
Walter Noble Hospital, Aransas 
‘ass 

Veterans Administration Hospital, 
Big Spr:ngs 

Panola General Hospital, Carthage 

Dr. Guy A. Tittle Children’s Hos- 
pital, Dallas 

Memorial Hospital, Fort Stockton 

Maur‘tz Memorial-Jackson County 
Hospital, Ganado 

Gladewater Municipal Hospital, 
Gladewater 

Goliad County Hosp:tal, Gol’ad 

Ward-Bruce Hospital, Greenville 

Oak Place Sanitarium, Houston 

Taylor Clinic-Hospital, Lubbock 

Veterans Administration Hospital, 
Marlin 

Medical and Surgical Hospital, 
Pasadena 

Richards Clinic and Hospital, Rock- 
cale : 

Snyder Hospital Clinic, Snyder 

Bexar County Tuberculosis Sana- 
torium, Southton 

Tomball Hosp:tal, Tomball 

Wolce City Community Hospital, 
Wolfe City 

Tyler County Memorial Hospital, 
Woodville 

Uran 
Dragerton Hospital, Dragerton 


VERMONT 


Kerbs Memorial Hospital, St. 
Albans 
VIRGINIA 


Wytheville Hospital, Wytheville 


WASHINGTON 
Coulee Dam Community 
Coulee Dam 
Veterans’ Memorial Hospital, 
Odessa 
Seneca Summit Surgery Hospital, 
Seattle 
Yakima Valley 
Yakima 


Hospital, 


Memorial Hospital, 
WISCONSIN 

Ivanhoe Sanitarium, Milwaukee 

Mercy Hospital, Milwaukee 


Guam 
Guam Memorial Hospital, Agana 
Pverto Rico 


Hospital de la Concepcion, San 
German 
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A.M.A, Arch. Indust. Hygiene & Occup. Med., Chicago 
2:365-486 (Oct.) 1950 


Pathological and Physiological Factors Involved in Treatment of Silicosis 
in Coal Miners. B. Gordon and H. L. Motley.—p. 365. 

Railroad Retirement Board Disability Annuities. S.C. Werch.—p. 374. 

Chemical Carcinogens. J. R. Heller Jr.—p. 390. 

Chronic Exposures to Air Pollutants and Acute Infectious Respiratory 
Diseases. A. M. Baetjer.—p. 400. 

Effect of Exposure to Vapors of Tetrabromoethane (Acetylene Tetra- 
bromide): Experimental Study. M. G. Gray.—p. 407. 

Comparative Acute and Subacute Toxicities of Allethrin and Pyrethrins. 
C. P. Carpenter, C. S. Weil, U. C. Pozzani and H. F. Smyth Jr. 
—p. 420. 

Chronic Oral Toxicities of Mercuri-Phenyl and Mercuric Salts. O. G. 
Fitzhugh, A. A. Nelson, E. P. Laug and F. M. Kunze.—p. 433. 

Collection and Analysis of Solids in Urban Atmospheres. J. Cholak, 
L. J. Schafer and R. F. Hoffer.—p. 443. 

Local and Systemic Effects Following Application of Dilute Solutions of 
Phenol in Water and in Camphor-Liquid Petrolatum on the Skin 
of Animals. W. B. Deichmann, T. Miller and J. B. Roberts.—p. 454. 


A. M. A. Archives of Internal Medicine, Chicago 


86:491-648 (Oct.) 1950 

Clinically the Myocardium. H. A, Christian.—p. 491. 

*Aureomycin in Prevention of Bacteremia Following Tooth Extraction. 
O. Roth, A. L. Cavallaro, R. H. Parrott and R. Celentano.—p. 498. 
Effects of Intravenous Injection of Typhoid Vaccine on Blood Leuko- 
cytes and Adrenal Cortex. M. D. Altschule, B. H. Parkhurst and 

E, Promisel.—p. 505. 

Serum Esterified Fatty Acids with Fat Tolerance Tests in Diabetes 
Mellitus. E. F. Hirsch and L. Carbonaro.—p. 519. 

*Adult Renal Osteitis Fibrosa with Metastatic Calcification and Hyper- 
plasia of One Parathyroid Gland: Report of Case. E. A. Dreskin 
and T. A. Fox.—p. 533. 

*Use of Cortisone and Adrenocorticotropic Hormone in Acute Dis- 
seminated Lupus Erythematosus. L. J. Soffer, M. F. Levitt and 
G. Baehr.—p. 558. 

Gastroenterology: Review of Literature from July 1948 to July 1949, 
J. B. Kirsner, W. L. Palmer, W. E. Ricketts and others.—p. 595. 
Aureomycin and Bacteremia in Tooth Extraction.—Roth 

and his co-workers show that dental manipulation for removal 

of a focus of infection in persons with damaged heart valves or 
congenital heart disease may cause bacteremia and precipitate 
subacute bacterial endocarditis. Sulfadiazine and sulfapyridine 
were employed prior to and following dental operations to pre- 
vent bacteremia, but these drugs were not always effective. 
Penicillin in oil has also been used. It reduces the occurrence 
of bacteremia substantially, but it occasionally causes allergic 
reactions. Aureomycin was used by the authors in patients who 
underwent tooth extraction. As the successful action of aureo- 
mycin in preventing bacteremia was yet unknown, patients with 
heart murmurs or patients with a history of rheumatic fever, 
chorea or any previously diagnosed congenital heart disease 
were excluded. Almost all the patients had evidence of dental 
infection. Every other patient received aureomycin; the alter- 
nate patients served as controls. A total of 2 Gm. of aureomycin 
divided in four doses was given on the day before the extraction, 
on the same day and on the day after. Of 25 patients who had 
not received any antibiotic, 14 had blood cultures positive for 

Streptococcus viridans immediately following tooth extraction. 

Among 25 patients who had received aureomycin, only one blood 

culture positive for Str. viridans was found. These results are 

important when it is realized that about 20 per cent of all cases 
of subacute bacterial endocarditis can be traced to recent dental 
manipulation. For this reason, before such an operation, every 
patient should be questioned and examined for valvular or con- 


genital heart disease, and, if such a condition is found, should 
be given prophylactic treatment. Aureomycin is at present the 
drug of choice because it reduces the incidence of Str. viridans 
bacteremia, can be given orally, apparently does not produce 
drug-resistant organisms and has a relatively low toxicity. 

Renal Osteitis Fibrosa.—According to Dreskin and Fox, 
long-standing renal disease with accompanying hyperplasia of 
the parathyroid glands and osteitis fibrosa is a rare syndrome, 
which only in recent years has been adequately described. They 
cite the history of a man aged 27, with a history of renal disease 
since childhood. He presented the clinical picture of renal insuf- 
ficiency, metastatic calcifications, osteoporosis, pigmentation of 
the skin and a palpable mass near the lower pole of the thyroid 
on the left. The clinical features, except for this mass, were 
those of renal osteitis fibrosa generalisata. A biopsy specimen 
of the mass was taken, and histologic examination revealed 
hyperplasia of the parathyroid. The syndrome thus was com- 
plete. There was the added feature of deep reddish brown pig- 
mentation of the skin. Following removal of the mass of 
hyperplastic parathyroid tissue, regression of the subcutaneous 
calcifications and healing of the bone lesions began despite an 
unchanged renal status. Laboratory studies before and after the 
operation showed a striking drop in serum calcium and a decided 
rise in alkaline phosphatase. A retrograde pyelogram showed 
megaloureter and hydronephrosis. Therapy included symptomatic 
measures, a high calcium and low phosphorus diet and adminis- 
tration of aluminum hydroxide. Calcium salts were given par- 
enterally when tetanic manifestations developed. There was little 
change in the general status, although resorption of the subcu- 
taneous calcium desposits occurred and evidences of bone healing 
appeared. The patient died in uremia after six months of obser- 
vation. Autopsy confirmed the renal disease, hyperplasia of the 
remaining parathyroids and the healing lesions of osteitis fibrosa. 
The subcutaneous calcifications had completely disappeared. The 
authors stress that this case corresponds closely to the syndrome 
of chronic renal disease, decalcification of bone, parathyroid 
hyperplasia and metastatic calcification, as first described by 
Albright and his associates. This is the eighteenth such case 
reported in the literature. Pigmentation of the skin in this 
patient was striking arid drew attention to the possibility of 
involvement of the adrenal glands. After the presence of severe 
renal impairment was established, it was decided that the pig- 
mentation was on the basis of long-standing renal disease. At 
autopsy normal adrenal tissue was observed, lending confirmation 
to the latter clinical impression. Pigmentation of the skin, as 
in this case, occurred in more than 50 per cent of the previously 
reported cases of the syndrome. 

Cortisone and ACTH in Disseminated Lupus Erythem- 
atosus.—Soffer and his associates investigated the influence of 
cortisone and of pituitary adrenocorticotropic hormone (ACTH) 
on 34 patients with a variety of illnesses. They report on 14 
critically ill patients with exacerbations of acute disseminated 
lupus erythematosus. Six of the 14 patients were first treated 
with cortisone to establish a remission and were then treated 
with pituitary adrenocorticotropic hormone. Treatment in one 
patient was started with the pituitary hormone and later changed 
to cortisone. Five were treated exclusively with the pituitary 
hormone and two exclusively with cortisone. The initial dosage 
of cortisone was 150 to 200 mg. daily and that of pituitary adre- 
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nocorticotropic hormone 100 to 150 mg. The daily amount was 
divided into four doses. Defervescence, disappearance of the 
toxicity and subsidence of the joint pains were produced by both 
hormones. The major difference in the effects of the two agents 
was the time interval between the beginning of therapy and the 
clinical response. With cortisone, two to four days were required 
before the effects of therapy became evident. With the pituitary 
hormone, a fall in temperature to normal levels and subjective 
improvement were noted within 12 to 18 hours. This difference 
in the behavior of the two agents was also apparent after dis- 
continuance of therapy. After the disease had been under control 
for several weeks, the daily dosage of both hormones was 
slightly reduced every few days until the minimal dosage level 
was established that maintained the patient in remission. This 
level can. be more accurately gaged with the pituitary hormone 
because of the relatively prompt exacerbation that follows inade- 
quate dosage. Although these hormones are capable of inducing 
clinical remissions, they do not effect a cure. They cause side 
effects. Postmortem examination of two patients who had been 
treated failed to show histologic changes that were different 
from those observed in patients with untreated lupus. The acute 
manifestations of the disease subsided in 11 patients. However, 
the characteristic lupus cells, the anemia, the thrombocytopenia 
and the abnormal renal findings persisted. In only one of this 
group could treatment temporarily be discontinued. The remain- 
ing 10 patients still require continuous treatment. Three patients 
died. 


A. M. A. Archives of Otolaryngology, Chicago 
52:513-670 (Oct.) 1950 


*Evaluation of Operative Indications and Results 

Operation for Otosclerosis. E. H. Campbell.—p. 513. 
Maginot Line of Otology: Dependence on Antibiotics in Suppurative 

Middle Ear Disease; Facts and Fancies. F. L. Lederer.—p. 533. 
Antrochoanal Polyp. W. E. Heck, O. E. Hallberg and H. L. 

Williams.—p. 538. 

N Butanol: Its Use in Control of Postoperative Pain in Otorhino- 

laryngological Surgery. B. Welt.—p. 549. 

Malar Bone Fractures. M. M. Hipskind.—p. 565. 
Nasal Cavity of Guinea Pig in Experimental Work. G. Kelemen, 

—p. 579 

Management of Nasal Allergy. 
Fixation of Vocal Cords in Acromegaly. 

Pemberton.—p. 608. 

Fenestration by Cold Fracture Method: Preliminary Repoit of Improved 

Technic. S. Rosen.—p. 618. 

Surgical and Allied Diseases of Salivary Glands and Ducts. W. G. 

Abel III.—p. 622. 

*Death Following Tonsillectomy. G. W. Taylor.—p. 642. 

Results in Fenestration Operation.—Campbell evaluates 
the results obtained by the labyrinth fenestration operation for 
otosclerosis on the basis of three important factors, the degree 
of deafness before operation, the age of the patient and bone con- 
duction before operation. One group composed of 16 patients 
with a mild preoperative loss of hearing—an average of 38 or 
less decibels—was compared with another group of 22 patients 
with a severe preoperative loss of hearing—an average of 62 or 
more decibels. The average improvement of hearing in the 16 
mildly deaf patients was 13.2 decibels; that in the 22 severely 
deaf patients was 20.3 decibels. The amount of improvement 
obtained in the mildly deaf patients was much less than in the 
severely deaf patients. One group composed of 48 patients 
between the ages of 14 and 26 years was compared with another 
group of 32 patients aged 45 years or older. The average 
improvement in hearing in the 48 patients of the younger group 
was 16.7 decibels. This computation included 16 patients who 
were considered to have unsatisfactory results, inasmuch as they 
had less than 15 decibels of improvement. The average improve- 
ment in the remaining 32 successful cases was 23.5 decibels; in 
the 32 patients aged 45 or older, it was 16.46 decibels. This 
computation included nine patients who were considered to have 
unsatisfactory results. The average improvement in the remain- 
ing 23 successful cases was 22.1 decibels. It is significant that 
the hearing improvement after operation was practically the same 
in the two groups. A higher percentage of success was obtained 
in patients aged over 45 than in patients less than 25 years of 
age, but there was a higher percentage of patients in the younger 
group that obtained hearing to a practical and serviceable level. 

, A comparison of the postoperative results was made in two 
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additional groups of patients, the members of the first group all 
having a preoperative bone conduction loss of 15 or less decibels 
at the 2048 frequency (essentially normal bone conduction), and 
those of the second group having a preoperative bone conduction 
loss of 36 or more decibels at the 2048 frequency. The average 
improvement at the 2048 frequency in the 45 patients with nor- 
mal bone conduction (at the 2048 level) was 24.55 decibels and 
that of the 43 patients with bone conduction loss of 30 or more 
decibels was 21 decibels. Thus the improvement in hearing was 
almost as good in patients with poor bone conduction as it was 
in patients with normal preoperative bone conduction. Consid- 
erably reduced bone conduction at the 2048 frequency level does 
not necessarily indicate auditory nerve degeneration at that level 
and does not necessarily give a bad prognosis so far as the results 
of the fenestratioin operation are concerned. 


Death Following Tonsillectomy.—Taylor performed a 
routine tonsillectomy and adenoidectomy on a Negro girl, aged 
7 years. The patient was anesthetized with vinyl ether (vineth- 
ene®) and ether. The first indication of serious trouble was 
postoperative obstructive dyspnea due to large postnasal tampon 
and the heavy, thick tongue of the patient, although the degree 
of obstruction was not considered severe enough to warrant extra 
precautions. During the recovery period there was no one in 
constant attendance. When it was noted, five to 10 minutes after 
the patient had left the operating room, that respiration had 
ceased, almost another minute passed before the airway could 
be restored. Death occurred despite cardiac massage, artificial 
respiration and support of the circulatory system with transfu- 
sion and sympathomimetic stimulants. The basic cause of death 
probably was the long preliminary period of anoxia with 
resultant damage to the cerebral circulatory and respiratory 
centers. It is theoretically possible that the generalized lymphoid 
hyperplasia and chronic interstitial pneumonitis of this particular 
patient were significantly related to her death, in that her ability 
to recover either from the anoxia or from the strenuous resusci- 
tative measures may have been considerably lower than normal. 
The effects of anoxia were too typical to consider the patient’s 
own constitutional factors as anything of more than secondary 
importance. This case illustrates primarily that there should be 
adequate postoperative observation in order to prevent further 
similar episodes, especially when a postnasal pack has been 
inserted. The airway must be kept free and open by whatever 
means necessary. When accidents do occur, speed in reestablish- 
ing the airway and beginning cardiac massage is essential. While 
manual compression of the heart was practiced in this case, 
procaine hydrochloride was dropped onto the myocardium and 
was followed by ¢essation of fibrillation and resumption of car- 
diac action. 


American Journal of Public Health, New York 
40:1067-1218 (Sept.) 1950. Partial Index - 


Public Health Administration in Latin America, M. E. Bustamante. 
—p. 1067. 

Public Health Practices in Germany Under U. S. Occupation (1945- 
1949): Brief Historical Review. W. R. deForest.—p. 1072. 

Public Health Practices in Germany. W. W. Bauer.—p. 1077. 

*Elfective Control of Outbreak of Rabies in Memphis and Shelby County, 
Tennessee, E. S. Tierkel, L. M. Graves, H. G. Tuggle and S. L. 
Wadley.—p. 1084, 

Study in Reduction of Absence from School of Children with Tinea 


Capitis. R. W. Culbert, A. E. R. Robinson and M. N. Lerner. 
—p. 1089. 

School Lunches: Their Nutritive Value and Relation to Health and Diet 
of Children, M. L. Hathaway, F. L. Meyer and S, F. Adelson. 
—p. 1096. 


Nutrition and Dietary Habits of Aging Women. M. A. Ohlson, L. Jack- 


son, J. Boek and others.—p. 1101. 
New Horizons in Hospital Planning. 
Voluntary Health Insurance on the National Scene: 

ance Companies. M. D. Miller.—p. 1125. 
Appraisal of Medical Care Programs. E. R. Weinerman.—p. 1129. 

Control of Outbreak of Rabies.—According to Tierkel 
and his associates, the incidence of rabies had been at a sub- 
stantial endemic level in the dog population of Memphis and 
Shelby counties for years. During the winter and early spring 

of 1948, the incidence began to reach epidemic proportions. By 
the end of March, cases were being reported at a rate of more 
than one a day. When the number of cases began to mount in 
December 1947, a strict dog quarantine was invoked that 


M. D. Kogel.—p. 1118. 
Program of Insur- 
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required that all dogs be confined or kept on a leash when out 
of doors. Stray dog control was adequate. On March 29, 
health department representatives met with the city and county 
commissioners, and it was recommended that an officially spon- 
sored voluntary program be undertaken for canine vaccination. 
For the operation of dog vaccination clinics, the city was 
divided into three zones for the three days of operation, with 12 
strategically located clinics held simultaneously in each zone. 
The rural county was similarly handled. Veterinarians sup- 
plied and administered the vaccine during the one week emer- 
gency program at a charge of $1 per dog. Standard phenolized 
veterinary vaccine was obtained from the usual commerical 
sources. Public education was effected through every avail- 
able medium, the newspapers, radio, sound trucks, placards, 
mimeographed schedules of the clinics and the like. In the 
ensuing months the number of cases began to drop until the 
last case of animal rabies and the last human antirabic vaccine 
treatment were reported in July. Both city and county remained 
entirely free of rabies until March -10, 1949, when the first 
rabid dog since July 22, 1948, was picked up at the city limits. 
The results of this program stand as testimony of the impor- 
tance of a well organized vaccination campaign. 


Am. Practitioner & Digest of Treatment, Philadelphia 
1:1009-1120 (Oct.) 1950 


Combined Use of Picrotoxin and Amphetamine (Benzedrine) Sulfate in 
Barbiturate Intoxication. B. W. Billow.—p. 1009. 

Headache Clinics: 1. What is the Headache Problem? L. S. Blumenthal 
and M. Fuchs.—p. 1012. 

Combined Antihistaminic-Antibictic Therapy in Mixed Allergic and 
Infectious Respiratory Conditions. W. Finke.—p. 1017. 

Psychotherapy in General Practice: Acute Anxiety States and Their 
Treatment. W. C. Hulse and L. Lowinger.—p. 1024. 

Management of Comatose Patient. R. Myers and M. E. Meyers. 
—p. 1031. 

Pernicious Anemia. E, Jones.—p. 1041. 

Nutritional Heart Disease. F. W. S. Modern, D. W. Leik and S. 
Rapaport.—p. 1044. 

Evaluation of Serum Albumin, Potassium and Sodium Salts and Other 
Methods of Treatment in Nephroses. H. R. Litchfield, R. Norton, 
A. H. Moss and I. J. Greenblatt.—p. 1050. 

Allergy as Cause of Acute Torticollis. T. G. Randolph.—p. 1062. 

Neuropsychiatric Indications for Therapeutic Abortion. D. I. Arbuse 
and J. Schechtman.—p. 1069. 

Keratoderma Climactericum Treatment with Local Application of 
Es.rogens. C. Elock and I. Shapiro.—p. 1076. 

Trea'ment of Shock in Acute Myocardial Infarction: Review. S. J. 
Weisman.—p. 1078. 


Canadian J. of Research. Medical Sciences, Ottawa 
28:177-256 (Oct.) 1950. Partial Index 


Antibiotics Produced by Micrococci and Streptococci that Show 
Selective Inhibition Within the Genus Streptococcus. R. G. E. 
Murray and L. J. Loeb.—p. 177. 

Chemical Analysis of Purified Influenza Virus A (PR8 Strain) Con- 
taining Radioactive Phosphorus. A. F. Graham.—p. 186. 

*Effects of High Fat Diets and Cold Environment on the Ascorbic Acid 
Content of the Brown Adipose Tissue. E, Pagé and L. M. Babineau. 
—p. 196. 

Antibiotic Produced by Micrococcus Epidermidis. L, J. Loeb, A. Moyer 
and R. G. E. Murray.—p. 212. 

Use of Priscoline (2-Benzylimidazoline Hydrochloride) as a Test in 
Occlusive Arterial Disease. J. Doupe and R. M. Cherniack.—p. 222. 

Haecmoglobins of the Foetus and Newborn. F, D. White, G. E. Delory 

and L. G. Israels.—p. 231. 

Role of Foetal Haemoglobins in Aetiology of Jaundice of the Newborn, 

G, E. Delory, L. G. Israels and F. D. White.—p. 238. 

Ascorbic Acid in Adipose Tissue.—Pagé and Babineau 
point out that they had reported previously that prolonged 
exposure of rats to cold causes a considerable increase in the 
weight of the interscapular brown fat. This hypertrophy was 
associated with a rise in water and in nonfat dry matter content. 
It was suggested that brown adipose tissue has some physio- 
logical function different from that of ordinary depot fat and 
that its activity is greatly increased in cold-adapted animals. 
Other investigators established that ascorbic acid concentration 
of several tissues increases in animals adapted to cold. Pagé and 
Babineau measured the concentration of this vitamin in brown 
adipose tissue. .They found that at room temperature the ascor- 
bic acid content of the brown adipose tissue is doubled when rats 
are fed a high fat diet. In cold-adapted rats, the brown body 
is considerably hypertrophied and the ascorbic acid content is 
from four to eight times higher than at room temperature. The 
weight of the perirenal fat doubled in rats exposed to cold, with 
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little or no change in total body weight. It is concluded that cold 
stimulates fat metabolism and that both ascorbic acid and the 
brown adipose tissue are involved in the process. 


Gastroenterology, Baltimore 
16:1-284 (Sept.) 1950. Partial Index 
SYMPOSIUM ON DISEASES OF THE COLON 

Pregnancy and Chronic Ulcerative Colitis. H. J. Tumen and E. M, 
Cohn.—p. 1. 

*Effect of Antibacterial Agents on Intestinal Flora of Patients: Use of 
Aureomycin, Chloromycetin, Dihydrostreptomycin, Sulfasuxidine 
and Sulfathalidine. W. H. Dearing and F. R. Heilman.—p. 12. 

*Chloromycetin Therapy of Chronic Ulcerative Colitis—One-Year 
Study. Z. T. Bercovitz.—p. 19. 

Life. Histories of Patients with Chronic Ulcerative Colitis: Review of 
2,000 Cases. W. P. Sloan Jr., J. A. Bargen and R. P. Gage.—p. 25, 

Metabolic Derangements in Chronic Ulcerative Colitis, E, L. Posey 
and J. A. Bargen.—p. 39. 

Recurrence in Gastric Ulcer Under Medical Management. C. A. Flood 
and G. C. Henning.—p. 57. 

*Potassium Deficiency in Gastrointestinal Diseases. F. H. Smith, 

Further Comparative Studies on Ascites in Liver and Heart Disease. 
J. A. Layne, F. R. Scheimm and W. W. Hurst.—p. 91. 

Quantitative Study of Gastric Secretory Response to Sham Feeding in 
Human Subject. H. D,. Janowitz, F. Hollander, D. Orringer and 
others.—p. 104. 

Effect of Thoracolumbar Sympathectomy and Splanchnicectomy on 
Antral Gastric Motility in Man. C. G. Morlock, N. C. Hightower Jr., 
C. F. Code and W. M. Craig.—p. 117. 

Digestion and Absorption After Massive Resection of Small Intestine: 
II. Recovery of Absorption Function as Shown by Intestinal Absorp- 
tion Tests in Two Patients and Consideration of Compensatory 
Mechanisms. T. L. Althausen, R. K. Doig, K. Uyeyama and §S, 
Weiden.—p. 126. 

Total Solids, Fat and Nitrogen in Feces: V. Study of Patients with 
Primary Parenchymatous Hepatic Disease. J. B. Gross, M. W. 
Comfort, E. E. Wollaeger and M. H. Power.—p. 149. 

External Pancreatic Function in Primary Parenchymatous Hepatic 
Disease as Measured by Analysis cf Duodenal Contents Before and 
After Stimulation with Secretin. J. B. Gross, M. W. Comfort, E. E, 
Wollaeger and M. H. Power.—p. 151. 

Studies of Pancreatic Functicn: III. Use of Secretin Test in Diagnosis 
of Patients with Post-Cholecystectomy Syndrome. D. A. Dreiling. 
—p. 162. 

Nocturnal Gastric Secretion in Normal and Duodenal Ulcer Patients on 
Various Forms of Therapy. H. C. Breuhaus, O. H. Akre and J. B. 
Eyerly.—p. 172. 

Effect of Anion Exchange Resin on Healing Time of Duodenal Ulcer 
Craters. A. A. Hall and C. J. Hornisher.—p. 181. 

Peripheral Manifestations of Visceral Carcinoma. M. P. Lipman and 
J. N. Tober.—p. 188. 

Effect of Antibacterial Agents on Intestinal Flora.— 
Dearing and Heilman studied unselected, hospitalized patients 
who were to undergo surgical treatment for various intestinal 
lesions. The comparative study of the antibacterial effectiveness 
of aureomycin, chloramvhenicol (chloromycetin®), dihydrostrep- 
tomycin, succinylsulfathiazole (sulfasuxidine®) and phthalylsuf- 
fathiazole (sulfathalidine®) on the intestinal bacterial flora in 194 
patients indicated the superiority of aureomycin. The authors 
recommend the use of 750 mg. of aureomycin orally four times 
daily for three to three and a half days. 

Chloramphenicol in Chronic Ulcerative Colitis.—Berco- 
vitz reports bacteriologic studies on stool cultures and clinical 
observations on patients with ulcerative colitis treated with 
chloramphenicol (chloromycetin®). In the stool cultures, atten- 
tion was given to the two major groups of organisms, Escher- 
ichia coli and streptococci. Three grams daily of chloramphenicol 
was found to be the most effective dosage. The stool cultures 
revealed marked inhibition of the growth of both E. coli and 
streptococci from the first to the fourteenth day of chlorampheni- 
col therapy in 13 patients with chronic ulcerative colitis, eight 
normal persons and five patients in whom subtotal colectomy 
had been performed. In the latter group, the inhibition of bac- 
terial growth was more pronounced in rectal mucus than in 
ileostomy feces. At the end of one month, 13 patients were 
greatly improved, three were moderately improved and the 
remaining eight showed no essential change. The author stresses 
that this is only a preliminary report. Chloramphenicol can be 
given repeatedly and for prolonged periods of time without 
evidence of toxic side reactions. Following the initial period of 
therapy, an interrupted schedule of treatment for relatively short 
periods of time is superior to constant and prolonged adminis- 
tration of the drug. Final clinical evaluation can be made orly 
after a period of five years, when sufficient time has elapsed 
to account for spontaneous remissions. 
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Potassium Deficiency in Gastrointestinal Disease.— 
According to Smith, the body normally handles about 3 to 4 Gm. 
of potassium a day. During the treatment of patients with gas- 
trointestinal disease, depletion of body potassium must be consid- 
ered whenever the patient cannot take food orally, loses large 
quantities of gastrointestinal secretions or has a potassium 
diuresis as a result of intravenously administered dextrose and 
isotonic sodium chloride therapy or administratioin of pituitary 
adrenocorticotropic hormone (ACTH). Drowsiness, weakness, 
languor, chronic ileus with moderate distention, anorexia, nausea, 
edema and oliguria are significant when associated with dis- 
turbances in the electrolyte balance. In severe potassium defici- 
ency, there may be a loss of the peripheral reflexes, dilatation 
of the heart and ectopic cardiac rhythms and hypotension. While 
an awareness of the conditions leading to potassium depletion 
is important, four laboratory determinations are helpful in estab- 
lishing the diagnosis. These are the determination of the serum 
potassium and chloride levels and of the plasma carbon dioxide 
combining power and the electrocardiogram. Potassium defici- 
ency may be corrected or prevented by the administration of 
potassium salts. Whenever possible, these salts should be given 
by the gastrointestinal route. Potassium deficiency rarely 
develops as long as food can be taken and retained. Even with a 
restricted diet, the use of orange juice, cereals and meat juice 
can supply an adequate daily intake of potassium. Potassium 
may also be supplied orally in tablet form as a solution of one 
or more potassium salts. One tablespoonful of Valentine’s meat 
extract given four times a day will supply the equivalent of 5 to 
6 Gm. of potassium chloride. When potassium salts are given 
parenterally, the blood reaching the heart should not contain 
more than 7 milliequivalents per liter. This concentration will 
not be exceeded when solutions containing 1 to 3 Gm. of potas- 
sium salts per liter are given at the rate of 8 to 12 cc. (120 to 
180 drops) per minute. When toxic symptoms develop, the infu- 
sion of potassium salts should be discontinued immediately, 
administration of dextrose and isotonic sodium chloride solutions 
started and calcium gluconate given intravenously. The author 
presents four cases, two with signs of potassium deficiency, in 
which the correct diagnosis and treatment prevented a fatal 
outcome. The other two cases show that potassium deficiency 
can exist without great changes in the electrolyte balance and 
that the treatment of the deficiency can shorten convalescence. 


Surgery, Gynecology and Obstetrics, Chicago 


91:257-312 (Sept.) 1950 

Vagus Nerve in Cardiac Arrest: Effect of Hypercapnia, Hypoxia and 
Asphyxia on Reflex Inhibition of Heart. H. E. Sloan.—p. 257. 

Absorption Rates, Electrolyte and Volume Changes Following Sub- 
cutaneous and Intraperitoneal Injections of Sclutions Containing Salt, 
Glucose, and Amino Acids. W. R. Webb, R. A. Lemmer and R. 
Elman.—p. 265. 

Studies in Acute Cholecystitis: III. Pathological Process in Relation to 
Clinical Management of Disease; Fallacy of “Critical Period.” 
F, P. Ross, J. D. Boggs and J. E. Dunphy.—p. 

Preliminary Report on Use of Bone Bank Bone. J. F. ”LeCoca, E, A, 
LeCocq and K. J. Anderson,—p. 277. 

Selective Management of Megacolon in Infants and Children. C. M. 
Lee Jr., K. C. Bebb and J, R. Brown.—p. 281. 

*New Concept of Venous Thrombosis. A. J. Quick.—p. 296. 
Experimental Study of Healing in Common Bile Duct. T. C. 
Douglass, B. F. Lounsbury, W. W. Cutter and N. Wetzel.—p. 301. 

Surgical Management of Duodenal Ulcer. R. Colp.—p. 306. 

*Use of Plasma Volume Determination as Guide to Saline Administration 
in Surgical Patients. S. Aquilina and W. L. Butsch.—p, 311. 

Cancer of Rectum: Five and 10 Year Follow-Up Study of Cases of 
Cancer Below Peritoneal Reflection. D. B. Pfeiffer and D. B. 
Miller.—p. 319. 

Blood Volume and Blood Biochemical Studies in Patients Undergoing 
Radical Surgery. G. F., McInnes, O. Bodansky and A. Brunchwig. 

*Modern Treatment of Chronic Osteomyelitis with Topical Detergent 
Antibiotic Therapy. E, J. Grace and V. Bryson.—p, 333. 

Regional Enteritis: Clinical and Experimental Observations, §. Chess, 
G. Olander, C. B, Puestow and others.—p. 343. 

Nylon Arthroplasty of Knee Joint in Chronic Arthritis. J. G. Kuhns 
and T, A. Potter.—p. 351, 

New Concept of Venous Thrombosis.—Quick says that 
investigations carried out in his laboratory during the past 15 
years have resulted in the formulation of a new theory of blood 
clotting. He considers the problem of venous thrombosis in 
terms of this new concept of the mechanism of coagulation. An 
injury to the vascular wall, even though minor, produces a rough 
surface to which platelets adhere. As these cells disintegrate, 
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thrombin is produced, and the formation of a thronibus is initi- 
ated. This primary thrombus undergoes contraction and exudes 
a serum rich in nascent thrombin. If the circulation is sluggish, 
this serum will not be washed away promptly, but instead will 
cause the formation of a secondary thrombus on the original 
fibrin clot. As the new addition to the primary coagulum 
retracts, it gives rise to further growth of the thrombus. Clot 
retraction not only explains the propagation of the clot but also 
accounts for its nonattachment to the vessel wall except at the 
site of origin. Any means that diminishes or slows clot retrac- 
uon should be valuable against thrombosis. The reduction of 
the number of circulating platelets is a theoretical means but’ is 
not feasible clinically. The reduction of the formation of throm- 
bin is readily accomplished by heparin and by bishydroxy- 
coumarin (dicumarol®). The correction of anemia is particularly 
important for the prevention of thrombosis, betause the lower 
the cell volume the greater the retractility of the clot. 

Plasma Volume and Sodium Chloride Administration. 
—In order to appraise the measurement of plasma volume as a 
guide in the administration of isotonic sodium chloride solution 
during the postoperative period, Aquilina and Butsch made com- 
parative studies on two groups of 10 patients each who were 
subjected to partial gastrectomy for ulcer. They found that the 
patients who were given 11 Gm. of sodium chloride parenterally 
daily responded with an increased total red blood cell volume, 
plasma volume and amount of available protein. The patients 
who received no sodium chloride showed a decrease in these. 
The patients receiving sodium chloride postoperatively showed 
no ill effects. Increased plasma volume and cell volume with 
attendant increase in available protein evidently exert an impor- 
tant influence on the physiological processes of healing in the 
postoperative period. 

Osteomyelitis Treated with Topical Detergent Anti- 
biotic.—Grace and Bryson feel that sufficient data have now 
been accumulated to permit a review of the histories of 45 
patients with chronic osteomyelitis treated by the technics 
described in earlier reports. The chronic osteomyelitis had 
existed for from two weeks to 51 years. Minimal surgical treat- 
ment and parenteral administration of penicillin was supple- 
mented by local instillation of penicillin, dissolved in anionic 
detergent solutions, followed by primary closure of the wound, 
In one patient who, as the result of a compound fracture of tibia 
and fibula, had a persistent draining osteomyelitic sinus, an 
anionic detergent (tergitol,® sodium 2-methyl-7 ethyl undecyl- 
4 sulfate 1 : 1,000 aqueous solution) was used as a solvent for the 


‘penicillin (10,000 units to 1 cc.). This solution was puddled over 


the sinus tract after petrolatum gauze strips were placed about 
the opening in the form of a circular dam. Every four hours 
for 10 days, 5 cc. of the solution was placed in the sinus tract. 
The authors describe three other methods of applying anti- 
biotics topically by means of surface active solvents. Impertant 
data, concerning bones involved, duration of osteomyelitis, 
causal organism, surgical and local treatments, are presented 
in tabular form for all 45 patients treated. The addition of 
a detergent to penicillin potentiates its action on staphylococci 
in vitro and may be instrumental in promoting contact between 
antibiotic and isolated bacteria in purulent or avascular areas. 
More than two thirds of the patients treated by the described 
methods had a complete arrest of the disease for periods that 
now extend to nearly five years of observation. Patients have 
been hospitalized for an average of only 10 days and are ambu- 
latory at the termination of treatment. Thus this method offers 
a rapid, relatively simple therapeutic regimen and is a conserva- 
tive alternative to mutilating surgery. Saucerization and other 
radical methods should be condemned as relics of the preanti- 
biotic era. 


Yale Journal of Biology and Medicine, New Haven 
23:1-80 (Sept.) 1950 N 


Some Endocrine Influences of Skeletal Growth and Differentiation. M. E. 
Simpton, C. Willet Asling and H. M. Evans.—p. 1. 

Effect of Antihistaminics on Mice Hypersensitive to H. Pertussis Vaccine. 
L. A. Parfentjev.—p. 28. . 

Role of Epinephrine in Secretion of Adrenal Cortex. H. Gershberg, 
E. G, Fry, J. R. Brobeck and C. N. H. Long.—n, 32. 

Mechanism of Control of Adrenocorticotropic Hormone. W. V. McDermott, 
E. G. Fry, J. R. Brobeck and C. N. H. Long.—p. 52. 





Archives of Disease in Childhood, London 
25:213-312 (Sept.) 1950 
Syndrome Resembling Progeria: Review of Two Cases. C. A. Neill and 
M. M. Dingwall.—p. 213. 
Progeria (Hutchinson-Gilford Syndrome): Report of Case and Review of 
Literature. J. Thomson and J. O. Forfar.—p. 224. 
Case of Sporadic Congenital Goitre. A. L. D’Abreu and B. S. B. Wood. 


—p. 235 


Chylothorax in the Newborn. J. Sakula.—p. 240. 

Red Cell and Plasma Volume in Newborn Infants. P. L. Mollison, 
N. Veall and M. Cutbush.—p. 242. 

Technical Problems in Metabolic Investigations in Childhood. M. E. 
Edmunds.—-p. 254. 

Method of Collecting Total Excreta in Infants. J. O. Forfar and J. H. 
Prain.—p. 260. 

Gonococcal Vulvovaginitis in Infants and Children: Study of 240 Cases. 
C. Mukherjee.—p. 262. 

Osteomyelitis in the Newborn. J. Thomson and I. C. Lewis.—p. 273. 

Staphylococcal Pyaemia with Pulmonary and Cold Subcutaneous Abscesses. 
H. M. T. Coles.—p. 280. 

*Prognosis of Pneumonia in Infancy and Childhood. A. Holzel and 
B. Wolman.—p. 282. 

Hepatitis Associated with Infantile Diarrhoea. J. Wainwright.—p. 286. 

Excretion and Intake of B Vitamins in Newborn Infants. R. F. A. 
Dean and W. I. M. Holman.—p. 292. 

Lead Poisoning in Infancy. N. S. Clark.—p. 297. 

Review of Infantile Acrodynia (“Pink Disease”). D. Leys.—p. 302. 
Prognosis of Pneumonia in Childhood.—Holzel and Wol- 

man review observations on 214 infants and children who were 

treated for pneumonia from 1946 to 1948 inclusive in two Man- 

chester children’s hospitals. The diagnosis was confirmed radio- 

logically or by necropsy. Twenty of the children died within the 

first 24 hours after hospitalization. Of the remaining 194 

patients, 33 died (17 per cent). This relatively high mortality 

was accounted for by the large number of infants less than 6 

months old; there were 28 deaths among 76 infants of this age 

group (36 per cent). There were only five fatalities among the 

118 children (4 per cent) who were more than 6 months old. 

There was only one death among the 77 children who were 

more than a year old (1.3 per cent). Five deaths occurred 

among 18 (27 per cent) of the infants who were treated with 

sulfonamides, whereas among the 36 treated with sulfonamides 

plus penicillin there were 11 deaths (30 per cent). Thus, no 

benefit resulted from the added penicillin. Attempts to lower the 

general mortality from pneumonia must be directed toward the 

treatment during the first six months of life. No prognostic sig- 

nificance could be attributed to the total leukocyte count or to 

the percentage of polymorphonuclears. 


British Medical Journal, London 
2:739-794 (Sept. 30) 1950 ‘ 
Smoking and Carcinoma of Lung: Preliminary Report. R. Doll and 
A. B. Hill.—p. 739. 
*Regime for Treatment of Severe and Acute Liver Disease. A. L. 
Latner.—p. 748. 
Syndrome of Obstruction of Inferior Vena Cava in Childhood. H. 
Angelman, E. G. Hall and R. Spencer.—p. 752. 
Some Unusual but Instructive Surgical Emergencies. H. D. Moore. 
—p. 756. 
Familial Crisis in Acholuric Jaundice. F. G. Marson, M. J. Meynell 
and H. Tabbush.—p. 760. 
Interstitial Emphysema in Measles. J. J. Linehan.—p. 762. 
Treatment of Acute and Severe Liver Disease.—Latner 
says that patients with massive necrosis of the liver may linger 
for a number of days, whereas animals die almost immediately 
after hepatectomy. In some severe hepatic disorders several of 
the functions of the liver may remain apparently normal until 
death. The author developed what he terms the “intravenous 
liver regime,” which employs two types of infusions. In the 
first infusion, 50 mg. of thiamin hydrochloride, 150 mg. of nico- 
tinamide, 50 mg. of riboflavin and 0.5 Gm. of potassium chlo- 
ride are added to each pint of 10 per cent dextrose in isotonic 
sodium chloride solution. The second infusion consists of 
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plasma to which the vitamins alone have been added in the 
same concentrations as in the first infusion. A daily dosage 
of 1,000,000 units of penicillin is administered for 10 days. Dur- 
ing each 24 hours, three separate pints of the first infusion are 
administered intravenously at six-hour intervals, and after a 
further six hours one pint of the second infusion is given. 
During this period, 300 mg. of tocopherol is administered intra- 
muscularly in three divided doses. This treatment is continued 
until fluids can be administered by mouth: usually two or three 
days. The tocopherol should be administered by mouth as 
soon as possible. If there is an infection that does not respond 
to penicillin, a course of streptomycin can be given. The author 
used this treatment in two cases of infectious hepatitis with 
massive necrosis, two cases of massive necrosis of puerperium 
and one case with the hepatorenal syndrome developing after 
cholecystectomy. Only one death occurred in these five 
patients. Even the patient who died recovered from coma 
before death. Her death was due to a superadded infection 
and possibly to the fact that she did not receive the full 
regimen. The 80 per cent recovery rate in the five cases treated 
with the intravenous liver regimen contrasts strongly with the 
100 per cent mortality in six patients who were treated with 
intravenously administered cystine. The intravenous liver 
regimen may also be used prophylactically after surgical opera- 
tions on patients with severe liver impairment, who are notori- 
ously bad surgical risks. The regimen has been successfully 
applied in two such cases. 


2:795-848 (Oct. 7) 1950 
Child Health and the Future. A. Moncrieff.—p. 795. 
Management of Malpositions of Vertex. H. R. MacLennan.—p. 800. 
*Treatment of Severe Hypertension with Hexamethonium Bromide. A. 
Campbell and E. Robertson.—p. 804. 
Effect of Oral Hexamethonium Salts on Gastric Secretion. A. W. Kay 
and A. N. Smith.—p. 807. 
Clinical Assessment of Rapidly Acting Agents in Rheumatoid Arthritis. 
C. E. Quin, R. M. Mason and J. Knowelden.—p. 810. 
Five Cases of Puerperal Tetanus (One Associated with Eclampsia). D. 
B. Jelliffe, A. H. C. Walker and S. Matthews.—p. 814. 
Seven Cases of Barium Carbonate Poisoning. G. Dean.—p. 817. 
Treatment of Severe Hypertension.—Campbell and Rob- 
ertson selected eight patients with severe hypertension and 
papilledema for treatment with hexamethonium bromide. A dose 
of 100 mg. administered intramuscularly every four hours was 
found to cause a progressive reduction in the blood pressure in 
all cases. Subsequently, oral treatment was found to be satisfac- 
tory. It produced a more constant fall of the blood pressure 
without the fluctuations encountered when the parenteral route 
was used. The drug was administered in solution formed by 
tablets of 0.5 Gm. dissolved in 20 cc. of water. On the first day 
of treatment, 0.25 Gm. should be given twice, followed by 0.25 
Gm. three times daily for the next two days, then 0.5 Gm. three 
times daily for two days, the dosage being progressively 
increased, until by the tenth day 0.5 Gm. is being given four to 
six times a day (a daily total of 2 to 3 Gm.). The drug is 
more effective when given before meals. The substitution 
of normal therapeutic measures, other than rest in bed, by oral 
medication with hexamethonium bromide led to an immediate 
fall in the blood pressure to a level that could readily be main- 
tained by a daily total dosage of 2 to 3 Gm. The most striking 
results were obtained in young patients with no previous history 
of renal disease with symptoms of short duration and rapid 
progression and with no arteriosclerosis. In the presence of 
long-standing hypertension without a previous history of renal 
disease the blood pressure could be reduced to within normal 
limits or to levels considered desirable. Headache was abolished, 
papilledema regressed and vision improved in every case. All 
the patients are now ambulatory. The drug was withdrawn in 
three patients, without an immediate rise in the blood pressure; 
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and, although one patient required further treatment, another 
still had a stable normal level of pressure after eight weeks. It 
seems likely that continuous administration may be unnecessary. 


Clinical Science, London 


9:71-258 (May 30) 1950. Partial Index 

Postural Changes in Peripheral Blood Flow in Cases with Left Heart 
Failure. W. Brigden and E. P. Sharpey-Schafer.—p. 93. 

Venous Pressure Management in Foot in Exercise as Aid to Investiga- 
tion of Venous Disease in. Leg. A. J. Walker and C. J. Longland. 
—p. 101, 

*Comparative Values of Dextroamphetamine Sulphate, Dried Thyroid Gland 
and Placebo in Treatment of Obesity. D. A. W. Edwards and G. I. M. 
Swyer.—p. 115. 

Relationship Between Horse Dandruff and Horse Serum Antigens in 
Asthma. J. R. Squire.—p. 127. 

Action of Noradrenaline in Man and Its Relation to Phaeochromocytoma 
and Hypertension. A. J. Barnett, R. B. Blacket, A. E. Depoorter and 
others.—p. 151. 

Effects of Heat and Cold on Distribution of Blood Within the Human 
Body: Radiological Investigation of Liver, Lungs and Heart. E. M. 
Glaser, F. R. Berridge and K. M. Prior.—p. 181. 

Circulatory Effects of High Spinal Anaesthesia in Hypertensive and Con- 
trol Subjects. L. G. C. Pugh and C. L. Wyndham.—p. 189. : 

Regulation of Sodium Excretion in Normal and Salt-Depleted Subjects. 
D. A. K. Black, R. Platt and S. W. Stanbury.—p. 205. 


Treatment of Obesity.—Edwards and Swyer compared the 
effects of thyroid, dextroamphetamine sulfate and placebos on 
the weight loss of obese subjects on a 1,000 calorie diet. They 
found that dextroamphetamine sulfate (5 mg. three times a day) 
had a highly significant effect in increasing weight loss when 
used in conjunction with a 1,000 calorie diet. Thyroid (30 mg. 
three times a day) had no significant effect in similar circum- 
stances. Dextroamphetamine sulfate and thyroid had no effects 
on each other. The effect of dextroamphetamine sulfate persisted 
over the four month period of treatment, and there was no sig- 
nificant difference in its effects in different months. The mean 
weight loss per month over the four month period without dex- 
troamphetamine sulfate therapy was 5.77 pounds (2.6 Kg.). Dex- 
troamphetamine sulfate increased this weight loss by 2.4 pounds 
(1.1 Kg.) per month. 


Journal of Neurol., Neurosurg. & Psychiatry, London 
13:159-242 (Aug.) 1950 

Denervation Changes in Mammalian Striated Muscle. S. 
and L, J. Ray.—p. 159. 

Effects of Lesions in Cingular Gyrus and Adjacent Areas in Monkeys. 
P. Glees, J. Cole, C. W. M. Whitty and H. Cairns.—p. 178. 

Normal Mentality Associated with Maldeveloped “Rhinencephalon.” 
P. W. Nathan and M. C. Smith.—p. 191. 

Thalamic Projection to Frontal Cortex in Man. T. McLardy.—p. 198. 
Penetration of Particulate Matter from Cerebrospinal Fluid into Spinal 

Peripheral Nerves, and Perivascular Spaces of Central 
Nervous System. J. B. Brierley.—p. 203. 

Syphilitic Optic Neuritis. G. S. Graveson.—p. 216. 

Ocular Palsies with Nasal Sinusitis. H. Dimsdale and D. G. Phillips. 
—p. 225. 


Neurotic Tendencies in Epilepsy. 


Sunderland 


Ganglia, 


M. D. Eysenck.—p. 237. 


Medical Journal of Australia, Sydney 
2:277-3i12 (Aug. 19) 1950. Partial Index 


Cancer of Cervix Uteri. Sydney Hospital Figures for 15, 10 and 5 Year 
Periods from 1929 to 1943. H. K. Porter, A. R. H. Duggan, S. D. 
Bray and R. S. Ford.—p. 277. 

Treatment of Chronic Female Pelvic Sepsis by Short-Wave Diathermy. 
Review of 50 Cases. T. W. Burgess.—p. 285. 

Development of Streptomycin Sensitivity in Pulmonary Tuberculosis. 
Analysis of Cases. J. A. Marsden and M. Renth.—p. 287. 
Recent Advances in Management of Deafness in Children. 

Halloran,.—p. 289. 

Weber-Christian Syndrome. 


2:313-352 (Aug. 26) 1950. Partial Index 
Role of Tendon Transplantation in Restoration of Function Following 
Paralysis. H. Crawford.—p. 313. 
Treatment of Fractures in the Region of Elbow Joint. 
—p. 317. 
Sacro-Iliac Tuberculous Arthritis. D. Parker.—p. 319. 
Treatment of Slipped Femoral Epiphysis. E, F. West.—p. 324, 


2:353-388 (Sept. 2) 1950. Partial Index 
Medical Problems of Aging. S. Nelson.—p. 355. 
Dystonia Musculorum Deformans, with Report of Case in a Child. 
D. C. Ryan.—p. 360, 
Studies on Serological Diagnosis of Smallpox. 
Schénfeld.—p. 363. 


G: R. 


A. Frost.—p. 293. . 


W. R. Gayton. 


W. A. Collier and J. K. 
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New Zealand Medical Journal, Wellington 


49:327-474 (Aug.) 1950. Partial Index 
Diaphragmatic Hernia. N. F. C. Hill.—p. 349. 
Some Common Neurological Causes of Pain in Upper Arm. M. A. Fal- 

coner.—p. 356. 

Treatment of Carcinoma of Cardia and Lower Third of Ocsophagus. J. 

Borrie.—p. 361. 

Diagnostic Problems in Eczema. R. G. Park.—p. 394. 

History of Acute Appendicitis. H. Karn.—p. 400. 

Orthopaedic Treatment of Ankylosing Spondylitis. A. Gillies—p. 412. 
*Headache After Spinal Anaesthesia. S. R. Hunt.—p. 414, 

Headache After Spinal Anesthesia.—Hunt says that the 
headache that often develops after spinal anesthesia may be 
more distressing than the operation itself. Various means have 
been used with some success to reduce the incidence of head- 
aches, such as use of fine needles, lateral introduction of the 
bevel to produce a smaller hole and the adoption of a head-low 
position for 12 to 48 hours after puncture to lessen the seepage 
of spinal fluid. In spite of these measures, the incidence of 
spinal headache still remains at 20 to 30 per cent. In obstetrics, 
the application of a firm abdominal binder has practically abol- 
ished the condition. In analyzing his material, the author also 
found an amazingly low incidence in genitourinary cases. The 
only difference in routine care that could be found was that 
these patients had forced fluids. The conclusion was reached that 
preoperative overhydration of the patient by oral means might 
lead to hydremia (or provide ample reserves of fluid), which in 
turn would result in diminished absorption or increased produc- 
tion of cerebrospinal fluid. In a series of patients in which at 
least four pints of extra fluid—water or dextrose fruit drinks— 
were given from noon to night the day before the operation, 
the incidence of headache was low. This observation should be 
applicable also in diagnostic lumbar puncture. 


Practitioner, London 


165:209-318 (Sept.) 1950. Partial Index 


Vital Statistics of Tuberculosis in England and Wales. P. Stocks. 


+ —p. 212. 
Some Reflections on Mass Miniature Radiography. S. H. Graham. 
2? 


—p. 223. 

Chemotherapy of Tuberculosis. J. Crofton.—p. 229. 

Tuberculosis of Skin. D. I. Williams.—p. 235. 

Tuberculosis of Genito-Urinary Tract. D. Band.—p. 245. 

Present Status of Surgery in Pulmonary Tuberculosis. C. P. Thomas. 
—p. 257. 


Tuberculin and Its Application. I. Ansell and M, A. Soltys.—p. 265. 


Quarterly Journal of Medicine, Oxford 


> 19:161-262 (July) 1950 
Biochemical and Haematdlogical Changes in Type 1 and Type 2 Nephritis. 
M. H. Roscoe.—p. 161. 
Origin of Oedema in Heart Failure. 
Excretion of Chlorides in Patients with Heart Failure. 
J. Brod.—p. 221. 
Telangiectasis of Lungs with Two Case Reports of Hereditary Haemor- 
rhagic Telangiectasia with Cyanosis. A, J. Brink.—p. 239. 
Pulmonary Changes Due to Cardiac Disease with Special Reference to 
Haemosiderosis. A. C, Lendrum, L. D. W. Scott and S. D. S. Park. 
—p. 249. 


Deutsche medizinische Wochenschrift, Stuttgart 


75:1109-1168 (Sept. 1) 1950. Partial Index 


Therapy of Goiter. P. Martini.—p. 1109, 

Treatment of Carcinoma of Cervix Uteri: Operation or Irradiation. H. 
Martius.—p. 1113. 

Chronic Idiopathic Tetany with Psoriasis (Hypoparathyroid Cretinism). 
O. Gsell.—p. 1117. 

*Streptomycin in Treatment of Endocarditis Lenta. 
Kleinfelder.—p. 1121. 

‘Studies on Mode of Action of Cortisone (Compound E) and of Pituitary 
Adrenocorticotropic Hormone (ACTH). L. Heilmeyer, J. Frey, L. 
Weissbecker and others.—p. 1124. 

Clinical Use of Pituitary Adrenocorticotropic Hormone (ACTH). G. 
Lohmeyer, H. Husselmann, H. W. Bansi and F. Fretwurst.—p, 1129. 

Clinical and Experimental Investigations on Nature of Local Sensitivity 
to Tuberculin. W. Catel and W. Schmidt.—p. 1140. 

*Intermittent, Malaria-Like Paroxysms of Fever in Carcinoma.of Stomach. 
H. Hartmann.—p. 1153. 


Streptomycin in Treatment of Endocarditis Lenta.— 
Wollheim and Kleinfelder state that the therapeutic efficacy of 
penicillin in endocarditis lenta was considerably less in German 
clinics (20 per cent cure rate) than had been expected on the 
basis of Anglo-American reports. They therefore employed 
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other antibiotics. They administered a dose of 1 Gm. of Strep- 
tomycin daily until a total of from 30 to 90 Gm. had been admin- 
istered. There were no damaging effects on the vestibular nerve 
with this dosage. Dihydrostreptomycin, combined with an anti- 
histamine preparation, can be used if streptomycin should pro- 
duce symptoms of cutaneous allergy. Streptomycin was given to 
10 patients with endocarditis lenta, one of whom died at the 
beginning of treatment. Three of the nine patients were cured, 
and no relapse occurred in eight months of observation. The 
remaining six patients, most of whom had abacterial forms of 
endocarditis, showed no improvement with streptomycin therapy, 
whereas treatment with penicillin produced at least temporary 
improvement. The authors believe that after endocarditis lenta 
has been diagnosed, the patient should first be treated with large 
doses of penicillin, at least from 30,090,000 to 180,000,000 units. 
If this dose does not effect improvement, as ascertainable on 
the basis of temperature, splenic tumor, focal nephritis, anemia 
and particularly the sedimentation rate of the erythrocytes, then 
streptomycin should be resorted to at once. Penicillin treatment 
can be interrupted if in patients with high fever there is an exac- 
erbation despite daily doses of 1,600,000 units and if the absence 
of any signs of improvement indicates that this therapy will 
probably be useless. In such cases streptomycin can still be 
helpful, as was proved in the three cases observed by the authors. 

Mode of Action of Cortisone and ACTH.—Heilmeyer 
and his associates treated with cortisone a patient with pulmo- 
nary and intestinal tuberculosis. The treatment resulted in a 
decided decrease in eosinophils and erythrocyte sedimentation 
rate; the temperature was stabilized, and there was a reduction 
in the high excretion rate of ketosteroids. An artificially induced 
inflammation of the skin was also much reduced by the action of 
cortisone. This clearly demonstrates that the antirheumatic 
effect of cortisone is nonspecific. It suggests that cortisone 
influences a regulatory process that controls various functions. 
In a patient with pain and swelling in the joints of fingers and 
hands, the disease process became activated and involved the 
knee and shoulder joints. A therapeutic trial with a thiosemi- 
carbazone derivative (amithiozone) resulted in a decrease in the 
sedimentation rate and slight diminution in swelling and pain. 
Severe nausea required interruption of this treatment. When 
cortisone was administered several days later, the sedimentation 
rate alternately rose and fell, until there was a gradual decrease, 
which continued several days after cortisone medication had 
ceased. The subjective changes paralleled the sedimentation rate. 
The excretion of 17-ketosteroids showed the same behavior as in 
the first case. The authors conclude from this that the action 
of cortisone on rheumatic disorders is not etiotropic. They used 
pituitary adrenocorticotropic hormone (ACTH) in the treatment 
of a patient with acute leukemia and in one with chronic lym- 
phatic leukemia. They were able in these cases to corroborate 
the observations of American workers with regard to the 
regression of these conditions. The action of the pituitary hor- 
mone on the adrenal cortex was controlled by determination of 
the different corticoid fractions. The results supported Selye’s 
opinion that pituitary adrenocorticotropic hormone activates 
chiefly the 11-oxycorticoids, among which cortisone, which influ- 
ences the lymphatic organs, is the most important. The deoxy- 
corticoid fraction, however, has a somewhat antagonistic effect 
on the lymphatic organs. This corroborates the dualism of the 
1l-oxycorticoids and the 11-deoxycorticoids. 

Malaria-Like Fever in Gastric Cancer.—Reviewing the 
records of 271 patients with cancer of the stomach who were 
treated at the Heidelberg clinic between 1940 and 1948, Hart- 
mann noticed that some had attacks of fever. The febrile tem- 
perature in 24 could be traced to intercurrent disease, but in 20 
this was not possible. These 20 patients had intermittent, 
malaria-like paroxysms of fever, which in some patients 
recurred every three or five days, in others at intervals of two 
to six days. Fever may be one of the first symptoms of gastric 
cancer. The author illustrates this with a case history. This 
symptom has not received the attention it deserves. Cancer of 
the stomach should be considered in patients whose general 
condition is greatly impaired, who have anemia and an increased 
erythrocyte sedimentation rate and who have an unexplained 
fever, particularly if the fever is of the intermittent or paroxys- 
mal type. The attacks of fever may be caused by anaphylaxis- 
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like effect of the toxins resulting from the autolysis of the 
proteins in the carcinoma. The occurrence of fever in carcinoma 
suggests an unfavorable prognosis. 


Gazeta Médica Portuguesa, Lisbon 
3:523-616 (No. 3) 1950. Partial Index 
*Exophthalmus from Thiouracil Therapy. G. Marafién.—p. 531. 


Exophthalmos from Thiouracil Therapy.—Marajfién 
directs attention to the occurrence of hypophysial exophthalmos 
and thyroid complications in thiouracil therapy of hyperthyroid- 
ism. In eight of 500 patients with hyperthyroidism treated with 
thiouracil or one of its derivatives, one or both of these compli- 
cations occurred. Myxedema developed in four patients, in two 
of whom hypophysial exophthalmos became aggravated. Pro- 
nounced exophthalmos without myxedema and slight hypothy- 
roidism developed in the other four patients. Hypophysial 
exophthalmos is more frequent, although more benign, after 
thiouracil therapy than after thyroidectomy. It can appear for 
the first time after thiouracil therapy, may become aggravated 
and progress, either alone or in association with myxedema, 
Treatment with thiouracil or any of its derivatives, even with 
small doses, is not entirely free from complications. Special care 
is advisable in giving thiouracil to patients with hyperthyroidism 
and with a tendency to edema. 


Medicina Internazionale, Milan 
48:149-188 (July-Aug.) 1950. Partial Index 
"Incidence of Acute Yellow Atrophy of Liver During Last Epidemic Wave 
of Virus Hepatit:s. (1939-1942). F. Boscardi.—p. 175 
Acute Yellow Atrophy of the Liver in Epidemics of 
Virus Hepatitis.—Boscardi reviews the world literature on 
epidemics of virus hepatitis in soldiers, from 1939 to 1948, and 
the records of a medical clinic in Rome concerning an epidemic 
in 238 civilians for the same period of time. The disease was 
considered benign up to 1945. Acute yellow atrophy of the liver 
was an extremely rare complication. From 1946 to 1948, the 
disease had become more acute and acute yellow atrophy of the 
liver much more frequent. The author believes that the virulence 
of the causal virus increases by the end of an epidemic of this 
disease, whereas immunity in the population decreases. 


Nordisk Medicin, Stockholm 


44:1379-1426 (Sept. 1) 1950. Partial Index 
*Diagnosis of Intrahepatic and Extrahepatic Jaundice. Y. Edlund. 

—p. 1380. 

Transplantation of Preserved Aortic Grafts in Dogs. T. Hiertonn and T, 

Borg.-—p. 1337. 
oTramuiticnal Endometrium. V. Oram.—p. 1389. 

Pneumococecus Types in Ulcus Serpens Corneae. Y. Barkman.—p. 1391, 
Tuberculosis of Lymph Nodes with Leukemoid Reaction. B. S¢grensen, 

p. 1394. 

Diagnosis of Intrahepatic and Extrahepatic Jaundice.— 
Edlund asserts that the most important requirement for a cor- 
rect diagnosis of intrahepatic and extrahepatic jaundice is a 
detailed case history. Laboratory tests serve as a supplement 
to the clinical observations. Determination of the bile pigment 
metabolism and quantitative determination of the bilirubin con- 
tent in the serum are recommended. Pronounced increase in the 
bilirubin values points mostly to intrahepatic jaundice or possibly 
a malignant obstruction. Benign obstruction usually gives mod- 
erate hyperbilirubinemia and, significantly, intermittent jaundice. 
Simultaneous determination of the urobilin in urine and feces 
is useful. In intrahepatic jaundice there is a definite increase 
of urobilin in the urine, with normal or somewhat reduced urobi- 
lin in the feces. Malignant obstruction is usually associated 
with reduced urobilinogen content in the urine and acholic feces. 
In benign obstruction, in which there is usually partial obstruc- 
tion of the common duct, there are generally no typical changes 
in urobilin excretion in urine and feces. The citric acid test and 
phosphatase determination in the urine, together with the thymol 
test, must be considered routine procedures. In intrahepatic 
jaundice the citric acid values are generally high, the phos- 
phatase values normal and the results of the thymol test positive, 
while normal citric acid values, elevated phosphatase values and 
negative results of the thymol test point to extrahepatic jaundice. 
In jaundice of long standing (suspected cirrhosis), determina- 
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tion of the total serum albumin and the albumin-globulin quotient 
as well as the Takata-Ara test may be indicated; cirrhosis is as 
a rule marked by reduced albumin content and disturbance in 
the albumin-globulin quotient and positive Takata-Ara reaction. 
Needle biopsy of the liver may be performed if the diagnosis 
continues uncertain, although the results are not always reliable. 
As a last resort, laparotomy is permissible, but even with care- 
ful preoperative treatment a simple laparotomy may have a fatal 
outcome. 

Transitional Endometrium.—Oram says that the transi- 
tional phase between proliferation and secretion, which he calls 
transitional endometrium, has been found at times when, accord- 
ing to simple computation, the secretory phase would be expected. 
Study of 224 cases of typical transitional endometrium indicates 
that a deficient cyclic development of the endometrium is prob- 
ably due to disturbances in the hormonal balance. Clinically, the 
picture is seen most often in the age groups 15-25 and 35-45. 
Most cases are characterized by long-continued metrorrhagia, 
pronounced or weak; in some cases scanty hemorrhages occur at 
longer intervals. In about half the cases the disorder occurs 
from six months to a year after childbirth and/or abortion, in 
the other half there is no evident cause. In 75 per cent of the 
cases there is cystic degeneration of the ovaries or combined 
uterine fibroma and cystic degeneration. The symptomatology 
otherwise consists of features that are probably dyshormonal. 
Examination of 158 patients by the chromic acid-toluidine blue 
sta‘ning method showed that 80 to 90 per cent were in a cycle 
stage corresponding to the early or late proliferation stage. In 
70 per cent, there were molimina and pronounced disturbances 
in secretion, the most definite disturbances being in the patients 
with cystic degeneration of the ovaries, which is thought to 
emphasize the hormonal genesis. Hormonal treatment of a num- 
ber of patients with transitional endometrium with considerable 
disturbances in secretion resulted in improvement in about half. 


Prensa Médica Argentina, Buenos Aires 
37:1299-1346 (June 16) 1950. Partial Index 


*Influence of Streptomycin on Skin Reactiv:ty to Tuberculin. Experimental 
and Clinical Study. R. F. Vaccarezza, A. Cetrangolo and H. 
Stupenengo.—p. 1299. 

Streptomycin and Skin Reactivity to Tuberculin.—Vac- 
carezza and collaborators studied the skin reaction in guinea 
pigs inoculated with virulent tubercle bacilli and then treated 
with streptomycin. The reactivity of the skin of guinea pigs 
treated with streptomycin greatly diminished as compared with 
that of the controls. The earlier the administration of strepto- 
mycin after inoculation, the later the appearance of tuberculin 
sensitivity. The reactivity of the skin to tuberculin returned to 
normal after discontinuation of streptomycin. The reactivity of 
the skin to tuberculin was determined in 54 patients with pul- 
monary tuberculosis before, during and after streptomycin 
therapy. The skin reactivity to tuberculin diminished in the 
course of streptomycin therapy in all cases except in two cases 
of miliary tuberculosis, in which it increased. The changes in 
reactivity were independent of the course of pulmonary tubercu- 
losis. The reactivity returned to normal after discontinuation 
of the drug. Thirty-two persons with a positive tuberculin 
skin reaction and 13 patients with pulmonary tuberculosis 
responded with greatly diminished skin reaction when the test 
was made with a mixture of tuberculin plus streptomycin. 
Streptomycin in the blood as well as in vitro neutralizes the anti- 
genic power of tuberculin. 


Presse Médicale, Paris 
58:989-1004 (Sept. 23) 1950 
*Problem of Relapses in Typhoid and Paratyphoid Fever in Patients 
Treated with Chloramphenicol (Chloromycetin). A. Laporte, D. Fritel, 
G. Ricordeau and C. Betourne.-—p. 989. 
Penicillin Treatment of Adult Patients with Infectious Mononucleosis 


P. Michon.—p. 990. 
Coronary Attack During Mitral Stenosis, G. Gelin, J. de Brux and 


G. Harriague.—p. 992. 

Relapses in Typhoid and Paratyphoid Treated with 
Chloramphenicol.—Laporte and co-workers emphasize that, 
although chloramphenicol (chloromycetin®) is effective in 
typhoid and paratyphoid, it does not prevent relapses. They 
advance the concept that chloramphenicol does not easily reach 


MEDICAL LITERATURE 1595 


the bacteria within the lymph nodes and does not sterilize them 
completely, because of a poor blood supply of certain lymphatic 
areas. The survival of the bacteria within the lymph nodes 
causes the relapses. To prevent these relapses, chloram- 
phenicol therapy was combined in 23 cases of typhoid and 
in 15 cases of paratyphoid with vaccine therapy or pyreto- 
therapy. A tota! dose of 21 to 30 Gm. of chloramphenicol was 
administered over 12 to 14 days to eight patients and in the 
course of eight to 10 days to 30 patients. Of the 38 patients, 
13 were given subcutaneous injections of T.A.B. vaccine 
(against typhoid, paratyphoid A and paratyphoid B), 10 patients 
were given blood transfusions and 15 patients were given intra- 
venous injections of antigonococcic vaccine. Relapses occurred 
in only two of the 38 patients (5 per cent) instead of 15 to 20 
per cent, as when chloramphenicol was given alone. The thera- 
peutic effect produced by any of the three methods employed 
exerts a general and a local effect by reaching the bacteria 
within the lymph nodes and thus reduces the incidence of 
relapses. 


Revista de la Asociacién Méd. Argentina, Buenos Aires 
64:203-324 (Juiy 15-30) 1950. Partial Index 


*Frequency of Tuberculosis of Spleen in Pulmonary Tuberculcsis of 
Adults. Study of 200 necropsies. H. Rodriguez Castells.—p. 300. 
Tuberculosis of Spleen in Pulmonary Tuberculosis.— 

Rodriguez Castells reports on the frequency of tuberculosis in 

the spleen among 200 necropsies on patients who died from 

advanced pulmonary tuberculosis. Tuberculosis of the spleen 
was present in 75 instances (37.5 per cent). It was of the 

miliary type in 73 cases and caseous in two. There was a 

frequency of tuberculosis of the spleen of 100 per cent in miliary 

pulmonary tuberculosis, followed in order of frequency by 
chronic pulmonary caseous types and by acute pulmonary cavi- 
tation. Tuberculous lesions were not present in the spleens 
of patients who died suddenly from hemoptysis or as the result 
of an operation. The author believes that tuberculosis of the 
spleen is due to hematogenous spread of tuberculosis through 
the splenic artery. Tuberculous bacillemia may occur at any 
stage of pulmonary tuberculosis. However, tuberculosis of 
the spleen develops only when tuberculous bacillemia occurs 
at a time when the organic defenses are diminished and the 
tissues are susceptib'e. Acquired immunity does not prevent 
its development. The type of reaction of the spleen depends 
on the condition of organic allergy when bacillemia occurs. 


Schweizerische medizinische Wochenschrift, Basel 
80:1001-1020. (Sept. 16) 1950. Partial Index 


More Recent Antibiotics Aiding the Surgeon. G. Neff.—p. 1001. 
*Treatment of Bang’s Disease with Aureomycin. E. Stoffel.—p. 1005. 
Insulin Myocardosis. K. Akert.—-p. 1010. 

Aureomycin in Brucellosis.—Stoffel administered aureo- 
mycin to 12 men and three women with brucellosis. Eleven 
patients had an acute episode of fever, while four had an afebrile 
interval. Seven patients had severe organic changes, with osteo- 
myelitis and spondylitis in four, lung infiltrates in two, strumitis 
in one and severe hepatopathy associated with cachexia and 
arthritis in one. A total of 2 Gm. of aureomycin was admin- 
istered daily by mouth in doses of 0.5 Gm. every six hours, with 
a total dose of 14 to 30 Gm. Defervescence occurred in one 
to four days, followed by subjective and objective improvement. 
There was a recurrence in the patient with hepatosplenomegaly, 
arthritis, lung infiltrate and cachexia, but complete recovery 
resulted from three courses of 26, 27 and 26 Gm. of aureomycin 
respectively, i.e., from a total dose of 79 Gm. Rapid healing 
of the osteomyelitic and spondylitic lesions and of strumitis was 
spectacular in other patients. Eight patients responded well to 
aureomycin, while previous treatment with an aminopyrine prep- 
aration (causyth®), intravenously administered vaccine, sulfona- 
mide compounds or streptomycin had failed. Side reactions 
consisted of gastrointestinal disturbances that did not require dis- 
continuation of aureomycin and that subsided after treatment was 
terminated. Pruritus and stomatitis occurred in one instance. 
Follow-up of the patients for three to eight months showed no 
recurrences, except for the one patient mentioned before. Aureo- 
mycin therapy is the method of choice for the treatment of 
brucellosis. 
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BOOK NOTICES 


The reviews here published have been prepared by competent authorities and 
do not represent the opinions of any official bodies unless specifically stated. 


Recent Progress in Hormone Research: The Proceedings of the 
Laurentian Hormone Conference. Volume V. Edited by Gregory Pincus. 
Committee on Arsangements: R. W. Bates, and others. Cloth. $8.80. 
Pp. 537, with illustrations. Academic Press, Inc., 125 E. 23rd St., New 
York 10, 1950. 

The proceedings of the annual Laurentian Hormone Con- 
ference have established themselves as one of the most authori- 
tative sources of information on the experimental and clinical 
aspects of endocrinology available today. The report of the 
fifth conference proves to be no exception. 

Touching on a borderline aspect of endocrinology, the paper 
by Tainter and Luduena on sympathetic hormonal transmission 
and the discussion by Gerard on the acetylcholine system in 
neural function will be of interest to physiologists and pharma- 
cologists as well as to endocrinologists. Tainter’s paper is 
largely a review of present concepts of sympathetic nerve trans- 
mission, and little new information is added. It is valuable, 
however, because it attempts to assemble all the known facts 
regarding the humoral mediation of nerve impulses in this 
system and to present a unified hypothesis to account for these 
facts. The discussions by Bacq, Biilbring and Raab are valu- 
able additions to the paper. The paper by Gerard is an excel- 
lent companion to that of Tainter and Luduena. Four papers 
on ovarian physiology and function comprise the second portion 
of these proceedings. Reynolds advances a fresh viewpoint on 
ovarian physiology in his review of his painstaking investigations 
of the vasculature of the ovary and the anatomic and dynamic 
changes that take place with changes in functional state and 
in disease. Parkes presents an admirably written review of 
investigations on the androgenic activity of the ovary, which 
is a mine of information on species variability. This subject, 
unfortunately, is still in an unsettled state because of failure to 
isolate from the ovary substances having an androgenic effect. 
Paschkis and Rakoff give a logical and rather detailed review 
of the estrogenic hormones from the standpoint of their origin 
and pharmacologic and physiological effects. Finally, Brad- 
bury, Brown and Gray discuss the maintenance of the corpus 
luteum from the standpoint of comparative physiology. The 
physiological actions of progesterone and the significance of 
pregnanediol excretion receive much attention. 

At this conference, consideration of the pituitary gland 
revolved around the factors affecting its control rather than on 
the physiological actions of the pituitary hormones themselves. 
Greep and Jones discuss the effects of estrogens, androgens and 
adrenal hormones on pituitary function. Their work, which 
was largely quantitative, throws light on the question of what 
may be considered as “physiological” quantities of these hor- 
mones. Noble, Plunkett and Taylor present some preliminary 
studies on the modification of action of pituitary hormones by 
lithosperm. A regular feature of the Laurentian Hormone 
Conferences are the papers on steroid chemistry. An interest- 
ing paper by Grant and Beall details the methods used to isolate 
the estrogen conjugates which occur naturally and the prepa- 
ration of synthetic sulfates of natural estrogens. A brief dis- 
cussion of the synthesis of radioactive estrone sulfate is also 
given, and Engel’s paper on the chemical estimation of steroid 
hormone metabolites marks a notable advance in this field. The 
problem of separation of steroids from mixtures has always 
been a troublesome one, but, by the application of the Craig 
countercurrent distribution technic, Engel offers a simple and 
reliable tool which may well prove to be a key to unlock the 
door to a better understanding of steroid metabolism. 

A discussion of hormones and tumors is contained in two 
papers, one by Woolley on experimental adrenal cortex tumors, 
in which the genetic and endocrine factors are well discussed, 
and the other by Soffer and associates, dealing with clinical 


endocrinology, with a discussion of the virilizing syndrome in 
man. The congenital, prepuberal and adult types of adreno- 
cortical hyperfunction are discussed, and the relation of pituitary 
function to adrenal hyperplasia is elucidated by metabolic studies, 
Certain aspects of hormonal mechanisms are outlined in two 
papers. Sutherland discusses the hyperglycemic factor of the 
pancreas and its relation to epinephrine in glycogenolysis. The 
evidence appears to indicate that the hyperglycemic factor is a 
protein and may be a second pancreatic hormone. It acts like 
epinephrine in that it accelerates the breakdown of glycogen in 
the liver. The most intriguing and perhaps the most funda- 
mental work in endocrine mechanisms was presented by Meyer 
and McShan, who reviewed their investigations on hormone- 
enzyme reactions. Two aspects of their work were presented: 
the changes in tissue enzyme in normal and hormone-deficient 
animals and the in vitro effect of estrogens on oxidative enzymes. 
The changes in enzyme concentrations are shown to occur as a 
result both of changing hormone levels and of nonhormonal 
factors. This complicates the interpretation of results, but, by 
correlation of changes in organ function, tissue enzymes and 
hormonal levels, it appears that some hormones may act on 
enzyme systems to effect shifts of metabolism to alternative 
pathways with consequent shifts in morphological and functional 
patterns. 

As always, the discussions reproduced at the end of each 
paper add greatly to the formal presentation. The arrangement 
and editing of these proceedings is a testimony to the perspi- 
cacity of the committee on arrangements of the conference and 
especially to the editor of the proceedings, Dr. Pincus. 


Our Rejectea Children. By Albert Deutsci. Cloth. $3. Pp. 292 
Little, Brown and Company, 34 Beacon St., Boston 6, 1950. 

This is an arresting and sobering book. Documented as it 
is, there is no reason to doubt the existence of the deplorable 
and shocking conditions which exist in the so-called training 
schools or reform schools maintained by the various states for 
the so-called care of delinquent children. The author charges 
that institutional maintenance and the external appearance of 
buildings and grounds are emphasized above education for the 
unfortunate inmates. He states that in many instances the 
dairy herd is treated better than are the children. Food is often 
poor and sometimes repulsive. Cruel treatment, in the nature 
of both physical violence and psychological torment, are com- 
mon practice even in institutions where these things are offi- 
cially prohibited. The author considers the worst aspect of 
these institutions to be the deadly, destructive monotony to 
which the inmates are subjected, giving them a sense. of hope- 
lessness and frustration. The examples of laziness, drunk- 
enness, cruelty and immorality which are constantly set before 
the inmates by low grade supervisory personnel can, in the 
author’s judgment, have no influence except to make criminals, 
not only of delinquents, but also of nondelinquents who are 
indiscriminately placed with delinquents for custodial care. 

The author is careful to designate the good as well as the 
bad, though unfortunately the latter predominates. He gives 
due credit to persons who, despite the system, endeavor to do 
the best they can for their unfortunate charges. He lays the 
principal blame on the state legislatures which fail to provide 
adequate appropriations and thus perpetuate the system whereby 
institutional personnel can be recruited only from untrained 
and often degenerate personnel. Low salaries, lack of incen- 
tive and political insecurity do not attract the right type of 
person. The author further believes that most institutions 
are too large; he presents 12 constructive suggestions for 
improving conditions. 
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In the second part of the book he deals with courts, jails 
and detention homes in their relation to child “crime” and 
delinquency, and here he paints an even darker picture, if pos- 
sible, than with regard to the training schools. He discounts 
the idea that comic books, radio, television or crime literature, 
in and of themselves, are causes of juvenile misbehavior, but he 
does offer and ably defend the thesis that our entire culture 
exalts the criminal and condones crime. We make heroes of 
successful criminals, and mystery thrillers involving murder, 
robbery and sex constitute our most popular escape diversion. 
We consider it smart rather than criminal to cheat the income 
tax, evade rationing regulations, put over slick deals and violate 
regulations made for the common good, such as those for speed 
and traffic control and fire prevention. While he does not 
believe that the parents of a bad child are necessarily more 
than partially responsible for delinquency, he does indict our 
entire social fabric, and he makes a compelling and thought- 
provoking job of it. While this is a shocking book, it is not 
merely a job of muckraking. It is a serious, factual and emi- 
nently fair presentation of the author’s observations afd experi- 
ences, together with constructive suggestions for improvement. 
Thoughtful citizens, especially physicians, will find in it much 
food for thought and strong stimulus toward action. 


Essentials of Medicine: The Basis of Nursing Care. By Charles 
Phillips Emerson, Jr., A.B., M.D., Associate Professor of Medicine, Bos- 
ton University School of Medicine, Boston, and Jane Elizabeth Taylor, 
R.N., B.S., M.ED. Sixteenth edition. Cloth. $4. Pp. 815, with 191 
illustrations. J. B. Lippincott Company, 227-231 S. 6th St., Philadelphia 
5; Aldine House, 10-13 Bedford St., London, W.C.2; 2083 Guy St., 
Montreal, 1950. 

This book has always been a rather popular textbook, par- 
ticularly for nurses. In this edition, the authors have made 
certain revisions, which include the expansion of medical knowl- 
edge and some recent therapeutic developments. In spite of the 
fact that it is declared to be a compendium of the practice of 
internal medicine, it could not be regarded as a good textbook 
on this subject. This is an attempt to put a system of medi- 
cine within the covers of a book, and this obviously is most 
difficult to do. 

The organization of the book is good. The material is pre- 
sented in 12 units. The first unit consists of an introduction 
to nursing care, followed by sections on the respiratory, circu- 
latory, digestive and renal systems. One unit is devoted to 
the integumentary system. Then follow units on allergic con- 
ditions, the endocrine glands and metabolism and the nervous, 
musculoskeletal and reproductive systems. The last unit is 
devoted to communicable diseases. The book is well illustrated, 
and the illustrations are reasonably accurate, but many could 
stand extensive revisions and deletions. 

Those parts of the text which deal with the use of antibiotic 
and chemotherapeutic agents in the treatment of communicable 
diseases contain a number of inaccurate statements. One glaring 
example is the recommendation of administration of aureomycin 
by the intramuscular route, a practice which should not be 
recommended to either nurses or physicians. Each unit contains 
selected references, which in general are good. This book com- 
pares favorably with any similar book designed for the same 
purpose. 


Inventions, Patents and Monopoly. By Peter Meinhardt. With a 
Foreword by James Mould, K.C. Second edition. Cloth. 30s. Pp. 320. 
Stevens & Sons, Ltd., 119-120 Chancery Lane, London, W.C.2, 1950. 

This edition of this interesting study of British patent law 
and practice was necessitated by the numerous and important 
changes in the law introduced by the Patents Act, 1949, the 
Monopolies and Restrictive Practices Act, 1948, and the Devel- 
opment of Inventions Act, 1948. The book serves as an excel- 
lent, up-to-date reference on the subject. The author discusses 
the many details of patent law and practice, with numerous 
comparisons of the British law with that of other countries, 
particularly the United States. The monopoly referred to in 
the title relates to the British attempt to curtail the abuses of 
patent monopoly. Unlike our law, English law has set up 
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safeguards to deal with the wrongful suppression of patented 
inventions, the restriction of the use of inventions of food and 
medicines, the charging of excessive prices for patented articles 
and the wrongful refusal to grant licenses on reasonable terms. 
The author has succeeded in writing a readable book, eliminat- 
ing intricate or moot legal points. It should prove useful to 
inventors and businessmen as well as lawyers. 


Regional Dermatologic Diagnosis: A Practical System of Dermatology 
for the Non-Specialist. By Ervin Epstein, M.D., Consultant in Derma- 
tology and Syphilology to the Oakland Area Veteran’s Hospital, Oakland, 
California. Cloth. $6. Pp. 328, with 148 illustrations. Lea & Febiger, 
600 S. Washington Sq., Philadelphia 6, 1950. 

The author of this modest volume is a well qualified derma- 
tologist. He has written this book to prepare a regional guide 
of diseases of the skin for the general practitioner and medical 
student. It is not intended as a reference book for derma- 
tologists. 

The author believes that a practical system of dermatology for 
the general practitioner must be based on a single, easily rec- 
ognized, reasonably constant characteristic. In this case, one of 
the most constant characteristics of a skin disease, namely the 
location of the eruption, has been employed as the foundation 
stone for accurate diagnosis. The book is arranged to take 
advantage of this feature. Each chapter is divided into sec- 
tions headed, e.g., Inflammations, Granulomas, Tumors and 
Atrophies. Under each heading, the conditions are arranged 
roughly in the order of frequency of occurrence. The rarities 
are dismissed with brief mention at or near the end of each sec- 
tion. The subject matter is covered in comparatively simple 
fashion, as is essential in a book of this type written expressly 
for the general practitioner. Therapy is mentioned briefly under 
the more important dermatoses. At the end of each chapter, 
a table lists the more important diseases and the important fea- 
tures of each. There are three appendixes which briefly describe 
the common locations of the most frequently encountered skin 
diseases, the principles of local therapy and the more important 
cutaneous manifestations of systemic disease. Unfortunately, 
the author has given no bibliography and no reference sources. 
These would have been of considerable value to the practitioner 
desiring further information on specific subjects. The book is 
well printed on a good quality of paper, abundantly illustrated 
with good photographs and substantially bound. The author’s 
style is simple yet adequate. Discussions of controversial topics 
are brief, and the opinions presented are primarily those of the 
writer. The book should be of some value to the physician in 
general practice. 


Diagnosis & Treat t of Tumors of the Head and Neck (Not !nclud- 
ing the Central Nervous System). By Grant E. Ward, M.D., D.Sc., 
F.A.C.S., and James W. Hendrick, M.D., M.S. Cloth. $15. Pp. 832, 
with 646 illustrations. The Williams & Wilkins Company, Mount Royal 
and Guilford Aves., Baltimore 2, 1950. 





* 

Drs. Ward and Hendrick have drawn on their vast and rich 
experience with malignancies to present a most valuable book 
to the profession. They have not hesitated to enlist the aid of 
anatomists, otolaryngologists, ophthalmologists, radiologists, 
plastic surgeons and dental surgeons, where the particular 
knowledge of these specialists would enhance the value of this 
book. The material is presented in a clear and lucid manner, 
and is well illustrated by numerous, excellent diagrams and 
photographs. Interestingly presented from an important stand- 
point is the relation between embryology and clinical findings. 
There is no verbosity in the text. There are a number cf 
photomicrographs that are not as clear as they might be. It 
is quite evident from the extensive bibliography that a thorough 
survey was made of the literature. The material js exceptionally 
well arranged, and the lesions of the various anatomic parts 
are discussed in chapters under their own heading. In the sec- 
tion on tumors and diseases of the salivary glands, sialography 
is rather well discussed with reference to the parotid gland, 
but no mention is made of the submandibular gland, nor are 
there any illustrations of it. It would be well to include this 
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in future editions. There is a succinct and excellent discus- 
sion on the use of nitrogen mustard therapy of lymphomas. 

If a defect results from removal of a benign tumor of the 
mandible, it is the consensus that reconstruction should begin 
in the operating room at the time of the primary surgery 
rather than after a minimum period of two weeks as suggested 
in the book. 

There are many excellent photographs of detailed procedures 
and appliances. The description of both the operations and the 
appliances would be enhanced by diagrams. The style makes 
for interesting reading. One is impressed with the fact that 
the authors speak with convictions arising from a tremendous 
clinical experience and thorough analysis of symptoms and 
observations and various methods of treatment. This book 
can well be used as a textbook or reference book and should 
be of great value to anyone interested in tumors of the head 
and neck. It is highly recommended. 


Tratado de patologia y clinica médicas. Dirigido por el Prof. Agustin 
Pedro-Pons, catedratico de patologia y clinica médicas en la Universidad 
de Barcelona. Tomo VI: Enfermedades infecciosas, intoxicaciones, 
enfermedades profesionales y por agentes fisicos. Por Agustin Pedro- 
Pons, Pedro Farreras Valenti, profesor adjunto de patologia y clinica 
médicas en la Universidad de Barcelona, y Juan Surods Forns, jefe de 
Clinica de la cdtedra de patologia médica del Prof. A. Pedro-Pons, 
Barcelona. Paper. Pp. 975, with 364 illustrations. Salvat Editores, 
8S. A., 41-49 Calle de Mallorca, Barcelona, Spain; Calle Lavalle N°. 371, 
Buenos Aires, 1950. 

This volume concerns infectious diseases, intoxication, occu- 
pational diseases and diseases caused by physical agents. The 
language is clear and concise. This is a large volume printed 
in rather small type. The field covered is extensive, and the 
description of the diseases is methodical and detailed. The first 
part of the book contains general concepts on infections, parasi- 
tosis, contagion, diagnosis, epidemiology, prophylaxis and treat- 
ment of infections. The author discusses diseases produced by 
bacteria, viruses, rickettsias, Bartonella, spirochetes, protozoa, 
helminths, arthropoda and mushrooms. The second part con- 
tains a discussion of intoxication, occupational diseases and 
diseases caused by physical agents. This is one of the most 
thorough treatments of this subject. It shou!d be of great 
value to those Americans with a knowledge of Spanish, particu- 
larly to those interested in the so-called tropical diseases. The 
book contains numerous illustrations in color and in black and 
white, with many charts and graphs that simplify the discus- 
sions. There is no bibliography. 


Handbock of Physiology & Biochemistry. Originally “Kirkes” and 
Later “Halliburton’s.”” By R. J. S. McDowall, M.D., D.Se.. Professor of 
Physiology, University of London, King’s College. Fortieth (cen.enary) 
edition. Cloth. $7. Pp. 767, with 315 illustrations. The Blakiston 
Company (Division of Doubleday & Company, Inc.), 1012 Walnut St., 
Philadelphia 5; John Murray, 50a Albemarie St., London W.1, 1950. 

It is indeed rare to find a textbook with a new edition 100 
years after its initial publication. This book first appeared in 
1848 under the aughorship of William Senhouse Kirkes, of St. 
Bartholomew's Hospital, London, England. It bécame known 
as “Kirkes’ Physiology” and underwent 13 revisions until, in 
1896, Professor Halliburton undertook the task of revision, and 
17 editions appeared between that time and 1928. During this 
period, the book was known as “Halliburton’s Physiology.” In 
1928, Professor McDowall undertook the task of revision, and 
in 1937 “Biochemistry” was added to the title. The present 
edition constitutes the 40th revision since 1848. 

This book. is designed primarily for medical students. 
Although “Biochemistry” appears in the title, it is not an ade- 
quate textbook on this subject. Rather, it is a textbook on 
physiology written from a biochemical viewpoint. Thus, 
mechanical or physical concepts in physiology are subordinated 
to the chemical aspects. The introduction to the subject in the 
opening chapter lacks completeness. Physiology is the basis of 
medicine, and for this reason it is important that definitions and 
basic concepts be presented in detail. In this book, the student 
is rushed too rapidly into the details of the subject, and he will 
find himself among the trees before he has had a chance to look 
at the forest. 
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Another defect, common to almost all textbooks on physiology, 
is the omission of any adequate discussion of physiological psy- 
chology. A chapter on this subject would help orient the student 
for later studies in psychiatry. On the credit side, the discus- 
sions of metabolism, secretion and digestion are good. There 
is an excellent chapter on physiological optics, a subject often 
slighted in physiology textbooks. 

This book is not outstanding. It lacks the meticulous atten- 
tion to detail and the evenness of those editions of Howell’s 
physiology published during the latter years of Howell’s life, 
but it can be recommended as one of the better current textbooks 
on physiology. 


Practical Gynecology. By Walter J. Reich, M.D., F.A.C.S., F.LCS,, 
Attending Gynecologist, Cook County Hospital, Chicago, and Mitchell J, 
Nechtow, M.D., Associate Attending Gynecologist, Cook County Hospital, 
Chicago. Cloth. $10. Pp. 449, with 187 illustrations. J. B. Lippincott 
Company, 227-231 S. 6th St., Philadelphia 5; Aldine House, 10-13 Bed- 
ford St., London, W.C.2; 2083 Guy St., Montreal, 1950. 

In line with the increased attention now being focused on 
the mind in all branches of medicine, the opening chapter of 
this book concerns psychosomatics in gynecology. From this 
the authors proceed with chapters which deal with history 
taking, physical examination, laboratory tests, endocrinology, 
infections, neoplasms, infertility and other subjects. In the 
preface, the authors say they fervently hope the Papanicolaou 
smear test will become as routine as the Wassermann test but 
that this utopia is a long way off. In the chapter dealing with 
dysmenorrhea, the authors advocate many proprietary drugs, 
some simple but others as strong as 100 mg. of meperidine 
(demerol®) hydrochloride. Emphasis is placed by the authors 
and the publishers on the fact that this book deals with office 
gynecology, but diagnostic curettage for carcinoma should be 
a hospital procedure, because the scraping must be a thorough 
one. Likewise perineotomy and repair for vagin:smus must be 
done in a hospital, as judged by the authors’ illustrations. Few 
gynecologists now use instrumental dilators to overcome vag- 
inismus as illustrated and described. Likewise, not many 
gynecologists favor preovulatory dilatation of the cervical canal 
with the hope of mechanically enlarging cervical openings or 
breaking up cicatrization. Contrary to the view of the authors, 
semen should not be deposited in the uterine cavity in cases 
of artificial insemination even when the husband’s semen is 
used because of the danger of infection. The illustration shows 
the deposition of semen in the cervical canal, and, while this is 
proper in cases in which the husband’s semen is used, it will 
suffice to deposit a donor’s semen against the external os of the 
cervix. In spite of the few minor criticisms, the book should 
be helpful. It is well written and practical because it is based 
on the authors’ extensive experience. The illustrations are 
beautiful and instructive, although a few photographs are indis- 
tinct. The paper is sturdy, and the book is well bound. 


Massage reflektorischer Zonen im Bindegewebe bei rheumatischen und 
inneron Erkrankenungen. Von Dr. Hede Leube, Leiterin der Kranken- 
gymnastikschule der Universitit Freiburg i. Br., und Elisabeth Dicke, 
Mit einem Geleitwort von Prof. Dr. med. W. Kohirausch. Fourth edition, 
Boards. 4.50 marks. Pp. 84, with 27 illustrations. Gustav Fischer, 
Villengang 2, Jena 15b, 1950. 

The authors of this book are convinced that massage has 
especially favorable effects in certain rheumatic and internal 
diseases if it is concentrated on certain areas of the trunk, 
designated as reflexogenic areas. According to the foreword, 
the distinctive feature of this work is the discovery that primary 
disease in a given viscus is accompanied by palpable changes in 
the skin, the tela subcutanea and the interstitial connective 
tissues. The areas of correspondence are determined by known 
neuroanatomic relations. They have a diagnostic value, and, 
whenever it has been possible (by using the technics described 
in this book) to restore the normal degree of turgor or tension 
in the superficial area, the trouble in the corresponding visceral 
area has vanished. 

These claims are rationalized by the authors in terms of 
undeniable facts of anatomy; the claims are limited, moreover, 
to functional disorders that can be explained in terms of the 
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involuntary musculature of blood vessels and sphincters. For 
this reason, it must be admitted that the authors have at least 
made their idea sound plausible. They have also presented it 
succinctly and readably. For instance, the section on liver and 
bile passages (pages 75 to 78) is a concrete application of the 
general idea to the particular case. It should, therefore, not be 
difficult to obtain well controlled clinical evidence for or against 
the effectiveness of the recommended procedures in a seriés of 
carefully made diagnoses, say, of biliary dyskinesia. It is to be 
hoped that such evidence will soon be supplied. 


Medical Entomology, with Special Reference to the Health and Well- 
Being of Man and Animals. By William B. Herms, Sc.D. Fourth edition. 
Based on the Book Known as Medical and Veterinary Entomology. Cloth. 
$9. Pp. 643, with 191 illustrations. The Macmillan Company, 60 Fifth 
Ave., New York 11, 1950. 

This edition of this widely employed textbook of entomology 
lives up to its deserved reputation as a systematic presentation 
of that branch of applied biology. The shortening of the main 
title to “Medical Entomology” from “Medical and Veterinary 
Entomology” used in earlier editions should not be construed 
as a lessening in consideration of the animal aspects of the 
science. Indeed, the author continues to emphasize the impor- 
tance of the relation of all forms of life to insect vectors in the 
transmission of disease, so that essential, fundamental concepts 
are provided for the student. The book retains the original 
scheme of presenting details of certain experiments to illustrate 
the methods of investigation that can be employed to expand 
knowledge of the subject. 

The new edition has been brought as nearly up to date as 
possible without altering the general plan of the contents. The 
free use of quotations and previously collated data is partly 
cumulative from previous editions and provides an abundance 
of historical information. The scope of the book, however, is 
that of a manual rather than an exhaustive treatise. The 
typography is clear without excessive use of boldface, and the 
illustrations, many diagrammatic, are adequately labeled. Each 


section is followed by a list of references suited more for col-° 


lateral reading than for documentation. The index is unusually 
thorough and accurate. A typographic error, “typhiod,” occurs 
in a citation on page 19, but on the whole the proofreading 
appears to have been carefully done. Teachers and field workers 
alike will appreciate this authoritative guide to the practical 
application of entomology. 


Proceedings First National Conference on Cardiovascular Diseases 1950. 
Published by the American Heart Association in Cooperation with the 
National Heart Institute, U. S. Public Health Service, Federal Security 
Agency. Paper. $1.75. Pp. 259. The American Heart Association, 
1775 Broadway, New York 19, 1950. 

On Jan. 18-20, 1950, the first national conference on cardio- 
vascular diseases was held in Washington, D. C., under the 
auspices of the American Heart Association and the National 
Heart Institute of the Public Health Service. This conference 
brought together 196 distinguished professional and lay experts 
to discuss what is known now about cardiovascular disease and 
how this knowledge can be applied to prevention and cure. 
Except for the addresses of several speakers on the opening day 
of the conference, the book is largely made up of reports of the 
various sections into which the conference was divided. These 
reports, covering all phases of the cardiac problem from medical 
research to sociology and biostatistics, form stimulating reading. 
The reports are generally concise and to the point and cover 
(frequently in outline form) what is known about the subject, 
deficiencies in knowledge and what measures should be taken to 
close the gaps in knowledge. 


Kinesiology. By Laurence E. Morehouse, Ph.D., Associate Professor 
of Physical Education, The University of Southern California, Los 
Angeles, and John M. Cooper, Ed.D., Associate Professor of Physical 
Education, The University of Southern California, Los Angeles. Cloth. 
$4.50. Pp. 435, with 97 illustrations. The C. V. Mosby Company, 3207 
Washington Blvd., St. Louis 3, 1950. 


This volume, intended primarily for the physical educator, 
confines itself chiefly to consideration of the skilful use of the 
musculature and lever systems of the body in physical activity. 
Since the book is concerned with the activity of normal, healthy 
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persons, pathological conditions are touched on only incidentally. 
After a preliminary discussion of structure and function, includ- 
ing the mechanics of movement, major emphasis is given to 
the application of kinesiological principles to sports and games 
and the fundamental activities basic to them, such as walking, 
running, jumping, falling, lifting and carrying, hanging and 
swinging, throwing, striking and catching. Special sections on 
static and dynamic posture, swimming and indicative and decep- 
tive movements in sports provide insight into the somewhat 
unique kinesiological problems involved. The text is unusual in 
its practical and functional approach, which has been achieved 
without loss of scientific accuracy. Liberal use of example and 
illustration make for a clear presentation. One feels that today’s 
student will have a happier time and a clearer understanding 
of kinesiology than his earlier counterpart, who was concerned 
mainly with memorization of muscle origins, insertions and 
actions, with little or no reference to practical application. 


Oral and Facial Cancer. By Bernard G. Sarnat, M.D., F.A.C.S., Pro- 
fessor and Head of the Department of Oral and Maxillofacial Surgery, 
College of Dentistry, University of Mlinois, Chicago, and Isaac Schour, 
D.D.S., Ph.D., Sc.D., Coordinator of Cancer Instruction, Professor and 
Head of the Department of Histology and Associate Dean in Charge 
of Postgraduate Studies, University of Mlinois College of Dentistry, 
Chicago. With a Foreword by Andrew C. Ivy, Ph.D., M.D., D.Sc., 
Vice-President in Charze of Chicago Professional Collezes, University 
of Illinois, Chiearo. Cloth. $6. Pp. 300, with 120 illustrations. The 
Year Book Publishers, Inc., 200 E. Illinois St., Chicago 11, 1950. 

A scientific book should be either a textbook, a reference 
book or a manual. The first 43 pages of this book deal with 
generalities that are interesting. However, in a highly special- 
ized book such as the title indicates, it must be assumed that 
the person using this book for reference has a basic understand- 
ing of the cancer problem. For the student's use it is not 
detailed enough. The impression is given that squamous cell 
carcinoma of the skin is predominantly produced by the. actinic 
rays of the sun. Carcinoma of the various intraoral regions is 
treated superficially and wholly inadequately. The case history 
reports are incomplete and lack necessary details. The greater 
part of the various regional chapters (which in themselves are 
much too brief) concerns anatomy rather than clinical consid- 
erations. There is also a separate chapter on anatomy and 
physiology of the face and oral cavity. This would be better 
suited to a book or treatise on surgery of the face and mouth, 
rather than to a highly specialized book such as this. The 
physiology of bone fractures does not belong in a book of this 
nature. Leukemia and Hodgkin’s disease are primarily blood 
dyscrasias and not neoplasms, as the authors lead one to believe. 
Several sets of questions are included for students. The arrange- 
ment of the material in this book is too haphazard and con- 
fusing; for example, the chapter on oral and facial examination 
is beyond the middle of the book, after the regional clinical 
considerations have been discussed. The statement is made 
that “about 40 per cent of cancers of the head and neck and 60 
per cent of cancers of the gingivae are first seen by the dentist.” 
There is no reference regarding statistics to prove this state- 
ment. The appendix is a repetition in summary of the text. 
The format of the book makes it very readable. The excellent 
photographs and diagrams add interest; however, this book is 
neither a reference book, a textbook nor a manual. 


The Pathology of internal Diseases. By William Boyd, M.D., M.R. 

C.P., F.R.C.P., Professor of Pathology and Bacteriology in the University 
of Toronto, Toronto. Fifth edition. Cloth. $11. Pp. 866, with 402 
illustrations. Lea & Febiger, 600 S. Washington Sq., Philadelphia 6, 
1950. 
' Few authors possess the gift for presentation of medical 
problems in a lucid, understandable manner. Dr. Boyd has suc- 
ceeded in presenting this information to the reader in a’ manner 
that is understandable and at the same time interesting. This 
is of particular importance when such information is written for 
the medical student or the busy practitioner. * 

Changes in this edition include the addition of a section on 
diseases of bones and joints and a discussion of the pertinent 
factors in diffuse collagen diseases, congenital hemolytic disease 
and some newer aspects in the field of hematology. Some chap- 
ters, as diseases of the liver, heart disease and pulmonary dis- 
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eases, have been rewritten in whole or in part, to bring the 
information up to date. 

Emphasis is placed in this book on the correlation of the 
physiological alterations leading to pathological changes and 
the relation of these changes to the mechanism of symptoms. 
To comprehend better these clinical changes, emphasis on the 
mechanics of organ alterations is important. This has value 
from the standpoint of the patient and the quest for a diagnosis 
and treatment of disease and from the standpoint of teaching 
either students or physicians. .Other subjects, as Loeffler’s 
pneumonia, lupus erythematosus cells, myeloid metaplasia and 
cortisone im rheumatoid arthritis enhance the value of this book. 

Diseases involving various organs are arranged in different 
chapters, and the discussion includes the essential clinical fea- 
tures, prognosis, and pathology, which is reviewed in some 
detail, with a discussion on the relation of symptoms to lesions. 
The book is profusely illustrated with examples of the important 
pathological processes discussed, and the type and format are 
good. Dr. Boyd’s studies in the field of pathology are known 
to the medical profession, and this most recent edition of his 
book is a valuable contribution to the field of medicine and 
pathology that should be in the possession of students and prac- 
ticing physicians. 


Food Poisoning: its Nature, History and Causation; Measures for Its 
Prevention and Control. By Elliot B. Dewberry, M.B.E. Foreword by 
Gerald R. Leighton, 0.B.E., M.D., D.Sc. In three parts with appendixes. 
Third edition. Cloth. 17s.6d. Pp. 318, with 64 illustrations. Leonard 
Hill Limited, 17 Stratford Place, London, W.1, 1950. 

The book is loosely organized. Much of the difficulty is a 
result of using the term “bacterial food poisoning” both in its 
general sense and as a synonym for Salmonella food poisoning. 
A consideration of the various types of bacterial food poison- 
ing occupies three quarters of the book. The remainder is 
devoted to poisonous metallic salts, poisonous plants, edible 
and poisonous fungi, poisonous fish and shellfish and food 
allergy. The final chapter gives brief directions for culturing 
and identifying the bacteria responsible for food poisoning. 
Throughout the book there is extensive direct quotation from 
the original literature, but recent advances are sometimes miss- 
ing. In the chapter on poisonous metallic salts, no mention is 
made of cadmium, and phenothiazine is listed as a promising 
substitute for arsenical insecticides, without reference to any 
of the numerous more successful compounds developed later. 
It seems unlikely that the book will find much use in this 
country. 


A German-English Dictionary for Chemists. By Austin M. Patterson. 
Third edition. Cloth. $5. Pp. 541. John Wiley & Sons, Inc., 440 
4th Ave., New York 16, 1950. 

During the 15 years since the publication of the last edition of 
this indispensable tool, tremendous technological advances have 
occurred. These changes are reflected in extensive additions to 
scientific terminology. In contrast to the 1935 edition’s 42,000 
entries, the 1950 edition is stated to embrace some 59,000 German 
terms of interest to chemists and chemical engineers. The terms 
are drawn from the literature of chemistry, physics, biology, 
geology, chemical technology, electronics, pharmacy and war- 
fare. Like the earlier edition, this one has three especially 
interesting features: obsolete and antiquated chemical terms (so 
marked) occurring in the older chemical literature and often in 
current pharmaceutical writing, common general words which 
the user otherwise would have to look up in standard dictionaries 
and an introduction pointing out the principles of German chemi- 
cal nomenclature. 


Personality: A Systematic Theoretical and Factual Study. By Raymond 
B. Cattell, Research Professor, University of Illinois, Urbana. Cloth. 
$5.50. Pp. 689, with 54 illustrations. McGraw-Hill Book Company, Inc., 
330 W. 42nd St., New York 18; Aldwych House, Aldwych, London, 
W.C.2, 1950. 


This volume presents a discussion of recent theoretical and 
factual material concerning description and measurement of 
personality. Interaction of heredity and environment are 


described, and an attempt is made through synthesis of knowl- 
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edge of clinical and experimental psychology to explain the 
dynamic processes of adjustment and learning. Special emphasis 
is placed on tying in sociologic and anthropological data for 
presentation of the study of personality on a more objective 


basis. Of particular interest are the last three chapters, in 
which the author considers the impact of all psychic factors 
in the process of development that contribute to life stages; 
of personality from conception through adolescence, matur- 
ity and old age. The volume is primarily designed for teach- 
ing purposes, and the author offers suggestions for scholastic 
use of the book on several graded levels. 


The Breast: Structure, Function, Disease. Edited by F. D. Saner, 
M.B., B.Ch., F.R.C.8S., Surgeon, Royal Northern Hospital, London. 
Cloth. $8.50. Pp. 316, with 193 illustrations. The Williams and Wilkins 


Company, Mount Royal and Guilford Aves., Baltimore 2, 1950. 


In the preparation of this book, 15 persons collaborated. Their 
object was to present a general picture of the structure, func- 
tion and disease of the breast and to include suggestions for 
treatment. The subjects covered are as follows: The struc- 
ture of the breast, the function of the breast, abnormalities of 
structure and function, examination and diagnosis, mammary 
dysplasia: chronic mastitis, benign tumors, chronic infective 
lesions, the nipple and the skin, cancer: general considerations, 
invasion of the internal mammary lymphatic chain, treatment, 
radiotherapy, the plastic contribution to breast surgery, appen- 
dix (statistical data on breast cancer). 

The authors of this book are to be congratulated on having 
compiled so much valuable data in such a small book. In spite 
of the fact that there were so many collaborators, the book 
is written in a smooth style; the illustrations are numerous; 
clear and instructive, and many are in color. Numerous Ameri- 
can authorities are quoted throughout the book. At the end 
of each chapter is a well selected bibliography. The paper is 
sturdy, and the binding is good. The book is highly recom- 
mended to all physicians. 


Nutrition & Diet Therapy. By Fairfax T. Proudfit, Director of 
Dietary Department, John Gaston Hospital, Memphis, Tenn., and Corinne 
Hogden Robinson, Lecturer in Nutrition and Dietetics, Temple University 
School of Medicine, Philadelphia. Tenth edition. Cloth. $4. Pp. 950, 
with 69 illustrations. The Macmillan Company, 60 Fifth Ave., 
York 11, 1950. 

The fact that this book has had so many editions is proof of 
its great usefulness as a textbook for students in nursing. It also, 
however, continues to be a helpful reference book for physicians 
and others who are concerned with the feeding of the sick. 
Recognition by the medical profession of the importance of diet 
therapy has increased greatly in the last few years. This is 
mainly because of the rapid progress being made in the science 
of nutrition and its practical application. The authors have 
brought the subject up to date in a brief, concise, well organ- 
ized and well written text, documented satisfactorily and accom- 
panied by excellently arranged tables giving data on food values, 
including those for sodium and potassium and for cholesterol, 
which has recently attracted much attention. Particularly help- 
ful are the sections devoted to the newer knowledge in the field 
of proteins and amino acids, to mineral metabolism and to the 
vitamins. The authors are well qualified for this task, and their 
book can be highly recommended. Every general practitioner, 
every surgeon and others in the medical profession ought to have 
available for ready reference a volume such as this. 


New 


Surgery of the Eye: Injuries. By Alston Callahan, B.A., M.S., M.D., 
Professor of Ophthalmology, Medical College of Alabama, Birmingham. 
Cloth. $11.50, Pp. 217, with 333 illustrations. Charles C Thomas, 
Publisher, 301-327 E. Lawrence Ave., Springfield, Ill.; Blackwell Scientific 
Publications, Ltd., 49 Broad St., Oxford, England; The Ryerson Press, 
299 Queen St., W., Toronto 2B, 1950. 

This book deals with the principles of treatment of injuries 
of the eye in a thorough and authoritative manner. - The author 
formerly .had wide experience with traumatic surgery of the 
eye as chief of the eye section of the Northington General 
Hospital in Tuscaloosa, Ala. The book is well written, beauti- 
fully illustrated and is a valuable reference. 
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QUERIES AND MINOR NOTES 


The answers here published have been prepared by competent authorities. They do not, however, represent 
the opinions of any official bodies unless specifically stated in the reply. Anonymous communications and 
queries on postal cards will not be noticed. Every letter must contain the writer's name and address, but 


these will be omitted on request. 


BUBBLES IN CHRISTMAS TREE LIGHTS 
To the Editor:—What is the noture of the solution in the Christmas tree - 
lights that produce bubbles when lit? | had 2 small patients who broke 
the bulbs and either attempted to or did drink the contents. Gastric 
lavage was performed on both of them as a precaution and ill effects 
were not noted, but for future reference i would like to know whether 
or not the liquid is poisonous. J. S. Desporte, M.D., Bogalusa, La. 


ANsweErR.—Somewhat the same fluid that appears in the bubble 
type of Christmas tree lights may be found in certain adver- 
tising signs and in the birdlike novelty, the head of which auto- 
matically moves up and down. In the lights the fluid may be 
ethyl ether or methyl chloride, but other closely related chemi- 
cals can be used. In the novelty birds methyl chloride is almost 
certain to be found. 

Evaporation of methyl chloride is likely to be so rapid that 
the fluid would largely disappear before imbibition. Methyl 
chloride, chiefly as a vapor, is decidedly toxic and has caused 
deaths when it leaked from refrigerator systems. In the man- 
ufacture of novelties exposed workers are known to have been 
injured. Ethyl ether is less toxic, and the degree of prospective 
damage is reflected in its wide use as an anesthetic. The prop- 
erties of only a few chemicals lend themselves to the use under 
discussion, but methylene chloride, if it can be substituted, 
should be given preference since it involves neither major fire 
nor toxic damage. 


UNDERDEVELOPED BREASTS 


To the Editor:—A woman aged 35, has underdeveloped breasts. She says 
that her friends get injections that develop theirs. This woman is normal. 
Her menses are normal except for dysmenorrhea. M.D., New York. 


ANswer.—It is probable that underdeveloped breasts in an 
adult woman with normal and regular menses are due to an 
end organ defect rather than a deficiency of estrogenic hormone. 
However, this patient could be treated with estrogens, 
parenterally, orally or topically (inunction of estrogen in an 
oily or ointment base over the mammary region). There is little 
advantage in this latter method. The dosage should be com- 
parable to that administered to women for the menopause 
syndrome. There is the possibility of interruption of the regu- 
larity of the menstrual cycle. This tendency would be mini- 
mized by administration of the estrogen beginning on the third 
day of menstruation and interruption about one week before 
the expected onset of the next cycle. If results are not distinctly 
encouraging after three months of such treatment, it is not 
worth continuing indefinitely. 


CARBON MONOXIDE POISONING 
To the Editor:—How long does the methemoglobin persist in the blood in 
carbon monoxide poisoning, and is this influenced by the patient's being 
in an oxygen tent for some time? 
G. L. Lester, M.D., Chautauqua, N. Y. 


ANSWER.—Carbon monoxide poisoning does not produce 
methemoglobin. This compound is oxidized hemoglobin—not 
to be confused with oxygenated hemoglobin—and is a physically 
stable substance most often encountered in toxicity due to such 
drugs as nitrites, aniline, acetanilide, antipyrine and methylene 
blue. Carbon monoxide combines with hemoglobin in the same 
unstable manner as oxygen, producing carboxyhemoglobin; its 
toxicity is dependent on the ability to compete with oxygen for 
the available hemoglobin. Since the affinity of hemoglobin for 
carbon monoxide is 200 to 300 times greater than for oxygen, 
relatively large amounts of carboxyhemoglobin may be found 
rapidly, although the alveolar concentration of carbon monoxide 
is small. The rate of removal of carbon monoxide depends, 
therefore, on the blood concentration when treatment is ‘begun 
and on the rate and concentration of oxygen inhaled; usually it 
is removed in a matter of hours. Oxygen therapy, of course, 
increases the rate of this exchange. 


WITHDRAWAL SYMPTOMS IN DRUG ADDICTION 
To the Editor:—I have a patient, a narcotic addict, to whom it has been 
i inone hydrochloride 


my patient should not require much, if any, for pain. In my opinion 
there is no psychic factor, as the patient does not know the drug he 
has been given. Yet withd i symp appear when the drug is 
withdrawn. Are there any drugs of recent development or any recently 
developed methods that will help in withdrawal in this case? 

Edwin E. Lyda, M.D., San Bernardino, Calif. 


ANSWER.—The use of the term “treatment” is interpreted as 
treatment of physical dependence. There is no qualitative dif- 
ference between physical dependence and withdrawal manifes- 
tations with dihydromorphinone and those observed with any 
other opiate. Parenthetically, since all the dangerous opiates are 
vasoconstrictors, it might be advisable in treating peripheral 
vascular disease to use a drug that has vasodilator action, e. g., 
meperidine hydrochloride. Since the introduction of methadone 
hydrochloride, withdrawal of narcotic drugs has been greatly 
simplified. Methadone is substituted for the narcotic being used, 
the proportion being 1 mg. of methadone hydrochloride to 4 mg. 
of morphine sulfate. Since methadone hydrochloride acts some- 
what more slowly than does an opiate alkaloid, some overlap 
may be necessary, with an occasional “booster” dose of dihydro- 
morphinone or morphine sulfate until the transfer is complete 
and the patient is physically dependent solely on methadone. 
After this point is reached, methadone therapy can be discon- 
tinued rather rapidly. In the laboratory, complete and sudden 
discontinuance results in a mild abstinence syndrome. In private 
practice, seven to 10 days should be ample. 

There is always some risk in any withdrawal, and the physi- 
cian should be willing and available to give an injection of some 
rapidly acting opiate if serious signs develop. These are vomit- 
ing, dilatation of the pupils and a steady rise in temperature. 
(As long as the pupils are decidedly contracted, one can feel 
fairly safe.) As was recognized in the query, this has nothing 
to do with emotional factors preceding or resulting from the 
administration of an opiate. Often a patient is receiving all the 
drug he needs but wants more. Here one must depend on signs, 
not symptoms. It is well to assume that a rise in temperature 
is an early manifestation of abstinence, not emotional or “faked.” 
It is better to allow oneself to be deceived occasionally rather 
than have a fatality. Fatalities can occur with remarkable sud- 
denness, if the physician is not willing to admit that some of the 
signs mentioned are those of abstinence. One warning is neces- 
sary : If the patient has also hypertensive cardiovascular disease, 
complete abstinence probably cannot be obtained. At about the 
equivalent of % grain (8 mg.) of morphine sulfate every four 
hours, or even higher, serious signs of abstinence appear. If 
the withdrawal is persisted in, decompensation and death are 
highly probable. The only recourse is a quick-acting opiate, or 
its equivalent, given promptly. 





TREATMENT OF PARKINSONISM 
To the Editor:—Is vitamin Bis of any value in Parkinson’s disease (idiopathic 
type)? What is the present status of mephenesin (tolserol®) for this con- 
dition? If it is used, what dosages are recommended and how long may 
it be continued? Is crude liver of any value? M.D., Wisconsin. 


ANSwWER.—Parkinson’s disease should be treated with a com- 
bination of (1) medicinal preparations, (2) physical therapy 
and (3) psychotherapy. The use of each of these will depend 
on the stage of the disease and the ability of the practitioner. 
Since parkinsonism is a chronic degenerative disease of the 
nervous system which usually extends over many years, the 
patient should be encouraged to maintain some form of activity 
as long as possible, without undue fatigue. These patients do 
much better if they are able to lead a relatively quiet existence, 
avoiding situations causing excessive emotional excitement. The 
nature of the illness should be carefully explained to each 
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patient, with emphasis on its chronic nature and the fact that 
the disease does not ordinarily affect mental capability. Every 
effort should be made to avoid the use of alarming statements. 
The prescription of one or more of the various antispasmodics 
is an individual matter, and satisfactory results are frequently 
obtained only after a period of trial. At the present time 
trihexyphenidyl would appear to give satisfactory results to the 
majority of patients with parkinsonism, without causing intoler- 
able side reactions in any but a small number. The belladonna 
alkaloids, including hyoscine, stramonium and atropine, alone 
or in combination, also give satisfactory results in many cases. 
Physical therapy is a useful adjuvant where muscle soreness, 
pain, cramp or rigidity is prominent; relief often occurs with 
the use of heat and massage. Graded exercises also are 
helpful. Vitamin Bi and liver are of no value in parkinson- 
ism. The benefit attributed to the use of mephenesin when this 
drug was first introduced has not been observed in more 
extensive studies. 
RHEUMATOID ARTHRITIS 
To the Editor:—A woman, aged 33, has had rheumatoid arthritis for 10 
years. In 1948 she had a hysterectomy; ot that time diabetes mellitus 
was discovered. The diabetes appears to be well controlled with 10 
units of protamine zinc insulin and 13 units of regular insulin, although 
the patient has recently lost 12 pounds (5.4 Kg.). An attempt at 
treatment of the theumatoid arthritis was made 10 years ago with a 
course of vaccines (details unknown). She now shows the typical defor- 
mities of the hand joints, one shoulder and one knee, with musculor 
atrophy. ‘She is greatly honcicapped for daily activities and walks with 
a limp. She weighs 90 pounds (41 Kg.) and is 5 feet 4 inches (163 
cm.) tall. Clinically there does not seem to be any activity in the 
affected joints. The blood sedimentation rate is not yet known. The 
theumatoid process has been slowly progressive. Is chrysotherapy any 
more hazardous in a diabetic than in a normal person? Pituitary 
adrenocorticotropic hormone (ACTH) is not available to me. Would 
and i administration of vitamin C be pref- 
erable to gold injections? The patient will be hospitalized throughout 
the period of treatment. 
E. G. Wermuth, M.D., London, Ontaria, Canada. 





ANSWER.—Well controlled diabetes does not constitute a con- 
traindication to gold therapy. If toxic manifestations ensue, 
then the presence of diabetes may make their handling more 
difficult and thus increase somewhat the total risk. Recent 
experience with the use of desoxycorticosterone acetate and vita- 
min C in the therapy of rheumatoid arthritis has failed to estab- 
lish the value of this method of treatment. It, therefore, cannot 
be recommended, although, if tried, no adverse effect on the 
diabetes would be expected. Of the two methods, chrysotherapy 
would seem preferable, in a dosage not to exceed 50 mg. weekly 
of gold sodium thiomalate. A total of 1 Gm. should be given, 
followed, in case of improvement, by maintenance injections of 
50 mg. every three to four weeks. In any case, general treat- 
ment, in the form of increased rest, acetylsalicylic acid to the 
point of relief of pain and stiffness and physical therapy, 
especially heat and active exercises, should not be neglect 


BIRTH CONTROL AND CHRONIC CYSTIC MASTITIS 
To the Editor:—A patient of 27 years of age has chronic cystic mastitis of 
both breasts, more severe on the right side. Is she risking future neoplastic 
involvement of the cervix by using a diaphragm pessary? 
Joseph Burns, M.D., Miami Beach, Fla. 


Answer.—The use of a diaphragm pessary would indirectly 
influence the chronic cystic mastitis from which your patient 
suffers. This would come about from the continued ovarian 
stimulation to the breast without pregnancy intervening to per- 
mit normal physiological function. Carcinoma of the breast is 
more frequent in women who have had children but did not 
suckle them and married women who have prevented pregnancy. 
Inasmuch as the chronic cystic mastitis is evidence of endocrine 
dysfunction in this patient, the use of any instrument which 
might act as an irritant would be dangerous, because chronic 
irritation in a patient predisposed to malignant disease may 
hasten the neoplastic changes. 


PHENOLSULFONPHTHALEIN SODIUM TEST 
To the Editor:—Will the addition of an excess amount of sodium hydroxide 
any adverse effect in the phenolsulfonphthalein sodium test of renal 
function? The more alkali added, the greater the precipitate in the 
urine. Does this precipitate carry down any pigment with it? | perform 
the test with the Dunning colorimeter. M.D., Pennsylvania. 


Answer.—Any reasonable excess of alkali likely to be used 
to develop the purple color will not produce an error in the 
test, as phenolsulfonphthalein is highly soluble in dilute sodium 
hydroxide. 


MINOR NOTES 
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NEVUS FLAMMEUS 
To the Editor:—is there any therapy—other than with solid carbon dioxide, 
electrodesiccation or a Kromayer lamp—available now for nevus flammeus? 
Radium cannot be used. 
M.D., Massachusetts. 


ANSWER.—None of the three methods mentioned is recom- 
mended for the treatment of nevus flammeus. Such destruc- 
tive measures usually leave a mottled appearance which still 
constitutes a cosmetic defect. Grenz rays are said to produce 
satisfactory improvement, particularly when they are used in 
infancy, but experience with grenz rays has not been extensive. 
The introduction of pigment into the nevus by tattoo has been 
recommended by Conway and Doktor (Surg., Gynec. & Obst. 
= — [April] 1947), but experience with this method has been 
imuit 


HYPOGONADISM 
To the Editor:—1 would appreciate any suggestions or course of treatment 
for hypogenitalism in a 28 year old patient. M.D., New York. 


Answer.—The type of treatment depends on the type of 
hypogonadism. If it is primary and the result of Some defect 
in the testes or associated with bilateral undescended testes, 
androgen therapy should be employed, with testosterone pro- 
pionate in a dose of 25.0 mg. three times a week by intramuscular 
injection. If it is secondary to hypopituitarism, chorionic gonad- 
otropin should be administered in a dose of 500.0 I. U. three times 
a week by intramuscular injection. If any other glandular 
deficiency is present in addition to hypogonadism, such as hypo- 
thyroidism, it should be corrected by appropriate therapy. 


LOW DIASTOLIC PRESSURE IN YOUNG PATIENTS 

To the Editor:—The reply to the two queries relative to “zero” diastolic 
blood pressure in normal persons (J. A. M. A. 144: 512 [Oct. 7] 1950) 
warrants further elaboration. The syndrome as initially described by me 
“oO” tolic Brachial Pressure [Indirect], Associated with 

Normal or Elevated Popliteal Pressure, Tachycardia and Nervous Tension, 
Am. Heart J. 30:38) [Oct.] 1945) ‘consisted of several principal com- 
ponents: (1) a brachial diastolic pressure recorded as O by the indirect 
method, i. e., by the ordinary sphygmomanometer, (2) its transient char- 
acter (five minutes to 14 hours in the cases described), (3) a normal 
or elevated blood pressure in the lower extremities, (4) tachycardia and 
(5) nervous tension. Thirty-five of the 38 patients described were between 
the ages of 18 and 30 years, with the major age distribution below 25. 
The syndrome is benign. While the exact mechanisms involved in its 
genesis are not clear, existing evidence would Suggest the operation of 
intense psychoneurogenic inf es and ¢ ory autonomic 
mervous system imbalance producing rather pronounced vasodilatation in 
the muscle bed of the upper tremities (and probably other regions) 
and initiating certain compensatory reflex mechanisms that maintain nor- 
mal vascular tone or bring about vasoconstriction in the lower extremities 
to assure adequate cerebral flow. It has been demonstrated experimentally 

















that the lower extremities are more responsive to trictor influences 
than are the upper extremities. These are discussed in more detail in the 
original paper. 


Clinically, the syndrome, unless borne in mind, may create considerable 
diagnostic confusion and may lead to an erroneous impression of organic 
aortic insufficiency. However, if the ordinary criteria of the latter are 
fulfilled, there should be litile difficulty in making the distinction. The 
absence of a history of rheumatic fever or syphilis, together with the 
failure to elicit a diastolic murmur, absence of cardiac enlargement, 
the transitory nature of the “‘O” diastolic reading in the upper extremities 
and the presence of normal or elevated blood pressure (systolic and 
diastolic) in the lower extremities ordinarily differentiate this benign 
phenomenon from aortic insufficiency. 

Functional cortic insufficiency presents no problem in differential diag- 
nosis since dynamically it is rarely of sufficient magnitude to produce a 
diastolic pressure of less than 60 mm. of mercury (Garvin, C. F.: Func- 
tional Aortic Insufficiency, Ann. Int. Med. 13:1799, 1940). It is need- 
less to point out, of course, that reasonable care should be exercised to 
exclude a false low reading associated with excessive pressure on the 
antecubital space with the stethoscope piece. However, this pitfall is 
more theoretical than real. In actual practice a zero diastolic reading due 
to pressure-induced artefact would require far more force than is ordinarily 
applied clinically; it would necessitate a deliberately strong pressure. 

There would appear to be little doubt that the syndrome is considerably 
more common than is generally appreciated. Further, while it has not 
as yet been reported in children, it probably is not rare in this group. 
ADDITIONAL REFERENCE: 

Stein, 1.: Transient “O” Diastolic Blood Pressure (indirect) in the Upper 
Extremities, Ann. Int. Med. 30:615 (March) 1949. 
Morris Wilburne, M.D., Beverly Hills, Calif. 





INJECTION OF WHOLE BLOOD INTO INFANTS 


To the Editor:—in reply to the query in The Journal, Sept. 30, 1950, page 
437, concerning injections of whole blood into infants, no mention is 
made of the possibility of transmission of serum jaundice (hepatitis). This 
is a serious disease in infants, and, therefore, blood should not be given 
intramuscularly unless overwhelming evidence is present that it would 
be of benefit. Jack Troy, M.D., Whiting, Ind. 
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